














Student number 34128997 
Graduate Diploma in Psychology 
 
Exploring the association between high anxiety, sleep difficulties and emotional regulation. 
 
This thesis is presented in partial fulfilment of the requirements for 
Graduate Diploma of Psychology, Murdoch University, 2021 
 










I declare that this thesis is my own account of my group’s research and contains as its main content work 
which has not previously been submitted for a degree at any tertiary educational institution.  
 
Frankie Wallace 





Acknowledgements ........................................................................................................................................ 6 
Abstract .......................................................................................................................................................... 7 
Introduction.................................................................................................................................................... 8 
2. Methods ................................................................................................................................................... 13 
2.1   Ethics. ........................................................................................................................................ 13 
2.2   Participants. .............................................................................................................................. 14 
2.3 Design .......................................................................................................................................... 15 
2.4   Materials.................................................................................................................................... 16 
2.5   Procedure .................................................................................................................................. 17 
2.6 Measures...................................................................................................................................... 18 
3. Results...................................................................................................................................................... 19 
3.1 Findings ....................................................................................................................................... 19 
3.2 Correlations ................................................................................................................................. 19 
4. Discussion ................................................................................................................................................ 21 
4.1 Non-significant findings .............................................................................................................. 35 
4.2 Implications ................................................................................................................................. 35 
4.3 Limitations and Future research ................................................................................................. 35 
4.4 Conclusion ................................................................................................................................... 38 
4.5 Future Directions ........................................................................................................................ 38 
References .................................................................................................................................................... 40 
Appendix A .................................................................................................................................................. 52 
Appendix B .................................................................................................................................................. 53 
Appendix C .................................................................................................................................................. 80 
Appendix D .................................................................................................................................................. 83 
Appendix E .................................................................................................................................................. 84 
Appendix F .................................................................................................................................................. 85 
Appendix G .................................................................................................................................................. 86 
Appendix H .................................................................................................................................................. 88 
Appendix I ................................................................................................................................................... 90 
Appendix J ................................................................................................................................................... 93 
Appendix K ................................................................................................................................................... 94 
5 
 
Appendix L .................................................................................................................................................. 95 







Thank you to my supervisor’s Dr Danielle Mathersul and Dr Hakuei Fuijyama for their guidance and 
support.  Thank you to my thesis team members Ben Mahoney, Benita Lamb and Chloe Lupton for not 
only sharing the task of ethics approval and data collection, but for giving me someone to bounce ideas 
off and answer questions, sometime before I even thought of them.  I would like to acknowledge the 
participants who took the time to download our mobile phone application, familiarise themselves with it, 
and regularly answer the questions they were being asked.  I could not do this thesis at all though if it was 









This project is aimed at improving understanding of the relationships between the high levels of 
anxiety, difficulties with emotional regulation and sleep difficulties.  The hope is that increased 
knowledge and increased literature in this area can suggest measures to intervene and break the cycle, 
giving individuals hope that they are not destined for negative outcomes.  A pathway starting with 
negative life events is explored to better understand where the elements of anxiety, emotional regulation 
and sleep may link together.  
37 first year Murdoch University psychology students agreed to take part in the study.  The 
participants were asked to repeatedly answer a series of questions about their emotional wellbeing on a 
mobile phone application created by the researches.  Participants were rewarded with credit points 
towards their course of study upon completion. 
According to the Australian Bureau of Statistics, anxiety is one of the most prevalent mental 
health issues that Australians are currently trying to deal with (One in Five Australians Have a Mental 
Illness, 2008) and the ripple effect of its impact is significant  (Sunderland et al., 2013).  This is the reason 
for our area of research, and the decision to hypothesis that there is an association between high anxiety, 
sleep difficulties, and emotional regulation. 
The findings of the study were limited, due to low participant numbers, low levels of usable data, 
delayed data, completion deadlines and technical issues.  This led to the requirement to adjust the initial 
design of analysing each individual participant response, to an examination of the overall results instead.  
The data received demonstrated that anxiety, sleep difficulties and difficulties with emotional regulation 
are all significant amongst the students.  Although there were many challenges in obtaining workable data 
in a timely manner, we were able to draw together results that provide an inside into the implications of 
associations between anxiety, sleep, emotional regulation and other associated factors.  
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According to the Australian Institute of Health and Welfare, mental health issues cost the Federal 
government $10.6 billion, or $420 a person (Wong, 2019) a year.  The cost to  individuals is much more 
broad, with not just the financial burden as they seek treatment, but there is also a risk that their mental 
health may impact their relationships, employment issues, time lost, risk of unsecure housing and 
difficulties studying (Australian Institute of Health and Welfare, 2021). 
According to a national health survey of 2018, of all the health issues experienced in Australia, 
mental and behavioural conditions are the most prevalent at 20.1% of the population, or 4.8 million 
people affected (Australian Bureau of Statistics, 2018).  Mental health issues worldwide affect 
approximately 10.7%, or 792 million people (Ritchie & Roser, 2018), and of the mental health issues, 
anxiety was the most common with 3.8% or 284 million people experiencing it around the world (Wang 
et al., 2007).  According to the Australian Bureau of Statistics, approximately one in five Australians 
(One in Five Australians Have a Mental Illness, 2008) will experience mental illness at some point during 
their life.  This data represents adults who are participating in daily functioning life, not being assessed at 
the height of a life changing event.   If circumstances were to add catastrophe such as losing the family 
home to bushfires, experiencing sudden homelessness, or personal loss of a loved one, and the situation is 
exponentially worse (Beck et al., 2014).    
Anxiety disorders are the most common in Australia, affecting 14% of the population, depression 
comes in second affecting 6%, and substance disorders third affecting 5%  (One in Five Australians Have 
a Mental Illness, 2008).  Hence why this study is focusing on anxiety as an issue that affects more 
Australians than any other mental health issue.   
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The Australian Psychological Association (APA) describes anxiety as “being an emotion 
characterized by feelings of tension, worried thoughts and physical changes like increased blood 
pressure” and characterised by differences in the experiences of emotions, such as higher or lower 
intensity, and longer or shorter duration (Anxiety, 2020). 
Younger people are overrepresented as those experiencing anxiety, with just over a quarter (26%) 
of people aged 16–24 experiencing a disorder compared to 6% of people aged 75–85 (Australian 
Government, 2019), hence the need to focus on young people and our decision to target our data 
collection at university students in this study.   
There is a potential risk that individuals who score highly for anxiety, may also be experiencing 
issues with sleep and emotional regulation, and this may be the beginning of a downwards spiralling loop 
(Ohrnberger et al., 2017).  For example, if the individual’s high level of anxiety makes it harder for them 
to regulate their emotions, rumination could increase which could contribute to sleep difficulties, which 
could then make healthy coping strategies unachievable, risking comorbidity of physical and 
psychological issues.  “The ruminator not only fails to solve the problems behind the original negative 
mood, but also develops new problems that may inspire new negative emotions, such as loss of social 
support” according to the authors of the journal article  ‘Rumination and Emotions’ (Vine & Gilbert, 
2013).  If the concern over loss of social support then becomes a belief for the person, too greater time 
and effort may be concentrated in this area leading to such a fixation that confirmation bias comes into 
place to bring the fears to life (O’Toole et al., 2017).  While at this low point, an array of true or believed 
other issues may come into place, such as depression, sleep difficulties, unhealthy coping mechanisms 
and physical comorbidity (Sunderland et al., 2013).  
If evidence of a link between high levels of anxiety, sleep difficulties, and difficulties with 
emotional regulation are found, in this or future studies, then there is the opportunity for individuals and 
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health professional to recognise the stage of the cycle that the person is at, then mechanisms could be 
created and individualised so further negative impacts could be avoided, and negative loops cut short.  
This low risk, non-funded study was conducted by student researchers (Frankie Wallace, Ben 
Mahoney, Benita Lamb and Chloe Lupton) enrolled in G1058 Graduate Diploma in Psychology 
(GradDipPsych) and supervised by Dr Danielle Mathersul of Murdoch University in Western Australia. 
There was originally six team members, but two withdrew from the project.  The research encountered 
difficulties which led to the design of the project changing to adapt with circumstances, hence why some 
tools of assessment are described, and participants supplied the data, but were not included in the final 
hypotheses.   
The aim of this study was not just to explore the percentage of students experiencing anxiety, but 
to look for associations between levels of higher anxiety and difficulties in sleeping, and difficulties in 
emotional regulation.  Emotions experienced with anxiety, by nature already clinically characterise 
differences in higher or lower intensity, so this study is building on that presumption (Bullis et al., 2019).  
As an illustrated pathway from negative life events, to physical or psychological comorbidity could not be 
found a need was recognised to draw one. An aim of the study is to better understand the associations 
between the potentially contributing factors and create visual representation of it.  Figure 1 offers a 
prediction of the pathway as it is for an individual without intervention.  An important component of this 
pathway is the association between anxiety, sleep difficulties and emotional difficulties in emotion 
regulation, with additional pathways and associations added as research exposed them. Research will then 
be made to suggest points within the pathway interventions can be introduced to help reach better 
outcomes, Figure 2.  The hypothesis for this study is that there is an association between high anxiety, 
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2.1   Ethics. 
 
Permission to commence ‘Emotional Reactivity and Coping Strategies Association with 
Emotional Regulation’ research was approved by the Research and Innovation Ethics Committee 
Appendix A, after we first altered our application Appendix B, to disallow participants with pre-existing 
mental health issues.    The study is recognised as a low risk, non-funded study that takes the privacy and 
confidentiality of the participants seriously.  Data received by participants is stored through the SEMA3 
application in a comma-separated values (CSV) format on an Excel spreadsheet, then into a databank and 
deidentified at the point of transfer, and password protected to protect the participants identity.  Upon 
conclusion of the project, researchers will no longer have access to the data.  It will be maintained 
securely by the project supervisor Dr Danielle Mathersul. 
Participants can access and download the information letter (Appendix C) at any time from the 
Murdoch University student portal of academic services (SONA), which explains the purpose, methods, 
demands, risks and potential benefit of the research.  Participants are notified that their inclusion in the 
research is voluntary and they have right to withdraw at any time.  They are also provided with the 
opportunity to ask questions from the researchers or seek assistance from a free professional counselling 
service because we recognise that reflecting on emotions relating to life events may have unpleasant side 
effects.  They will also be provided with contact details of other support services such as Lifeline.  A 
summary of findings will be published on the Psychology Research Results website that participants can 




2.2   Participants. 
 
The participants were 37 members of first year psychology at Murdoch University in Western 
Australia, including four males, 33 females, and no participants identifying as non-binary.  The mean age 
was 25.19 years, with ages ranging from 17 to 46 years old.  29 participants identified as 
‘White/Caucasian’, one as ‘Black/African American’, four as ‘Asian’, one ‘Coloured’, one ‘Indian/New 
Zealander’ and one ‘Mauritian’ (table 1). 
Students volunteered in response to invitations from their lecturers to participate, or they read 
about the study in the unit guide or the Learning Management System (LMS)  They were provided with 
access to a tudy information letter, either on paper or via the university cloud based subject system 
SONA,  which provided information on the nature and purpose of the study, what the study will involve, 
privacy, benefits of the study, possible risks, reimbursement, an alternative written assignment (Appendix 
D), contact details and the opportunity to provide feedback.  Students were offered three points of credit 
in return for their participation at a minimum of 75% completion or one credit point for completing less 
than 75%.  All participants provided their consent prior to commencing the study by agreeing to the 
consent form (Appendix E). Participants consented to data stored securely and de-identified, to their data 
being used in future studies by the project supervisor, Dr Danielle Mathersul, and understood they had the 
right to withdraw from the study.  Participants were unable to commence the study if they identified as 




Potential benefits to participants, besides the academic credit points, was the provision of an 
opportunity to assess emotion experiences as they vary across the day and increased awareness of their 
therapeutic strategies that they are implemented through daily living. 
2.3 Design 
 
The independent variable in this study was the level of anxiety as measured as six or above on the 
DASS-21 self-assessment. The two dependent variables are the difficulty in sleeping as measured in the 
Pittsburgh Sleep Quality Index (PSQI) and the Difficulties in Emotional Regulation Scale (DERS).  
The assessment collected data on the duration and intensity of emotions at regular intervals on the 















Ethnicity White/Caucasion 29 78.38
Asian 4 10.81
Black Afrian American 1 2.70
Other - Mauritian 1 2.70
Other - Coloured 1 2.70
Other - Indian/NZ 1 2.70
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the strongest emotion the participant was feeling.  Data received from the participants was transferred to a 
Statistical Package for the Social Sciences (SPSS) for analysis.   
2.4   Materials. 
 
Participants were initially required to answer some demographic questions (Appendix F) 
including age, gender, ethnicity and employment.  Then they were asked to complete questions from 
seven self-assessments, the Positive and Negative Affect Schedule (PANAS-X) (Appendix G),  the 
Difficulties in Emotion Regulation Scale (DERS-36) (Appendix H), the Pittsburgh Sleep Quality Index 
(PSQI) (Appendix I) , the Depression, Anxiety and Stress Scale (DASS-21) (Appendix J) and the Life 
Events Checklist for DSM-5 (LEC-5) (Appendix K).  These self-assessments were used to gauge the 
anxiety that participants were experiencing as well as background information.  The Ecological 
momentary assessment (EMA) (Appendix L) was then used to gauge the length and duration of their 
negative emotions.   
All questions were asked and answered by participants on their own smartphone after they had 
downloaded the free ‘SEMA3’ application, using a custom EMA script written by the researchers. Results 
of their answers can then be accessed by the researchers on the SEMA3 website and the Qualtrics XM 
website, both requiring login details only held by the researchers.  Participants are also given direction to 
the ‘Participant Portal’ page (Appendix M) of the Murdoch University website, of which they already 
have access as active students.   
The DASS-21 was selected as the measure of anxiety due to its robust history as a valid and 
reliable tool for mental health clinicians (Bibi et al., 2020).  Studies have confirmed its reliability and 
validity, such as the 2020 test with 235 participants, and test re-test with 171 participants.  This  
demonstrated “sufficient reliability to distinguish among suggested severity in the category of anxiety” 
(Anghel, 2020).  The DERS-36 has robust validity and reliability (Khanzadeh et al., 2012) and is 
recognised as being a ‘comprehensive instrument’ (Gratz & Roemer, 2004).  The PSQI measure of 
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assessment was selected because of its validity (Spira et al., 2012) and due to the successful testing on 
sleep quality of the general population (Hinz et al., 2017). 
The DASS assessment provides a scoring guide which we used to obtain the score of 6 as 
a mean.  The PSQI and DERS did not provide a scoring guide with the assessment, and one could 
not be found was the researchers, so we calculated a population for each ourselves to obtain a 
score to compare to. For the PSQI we found three journal articles that supported the employment 
of a population score of 5.  The articles used were ‘The Pittsburgh sleep quality index as a 
screening tool for sleep dysfunction in clinical and non-clinical samples’ (Mollayeva et al., 2016), 
‘Time to rethink sleep quality: PSQI scores reflect sleep quality on workdays’ (Pilz et al., 2018) 
and ‘Increased Global PSQI Score Is Associated with Depressive Symptoms in an Adult 
Population from the United States’ (Huang & Zhu, 2020).  
2.5   Procedure 
 
Participants who expressed an interest in participating in the research received an email 
where they were asked to complete the initial questions on their mobile phone after they followed 
instructions on how to gain access to the participant portal page  of the Murdoch University website 
to sign up.    Participants were informed that completing the initial questions including demographics, 
consent, and questions about feelings (PANAS), emotions (DERS), sleep (PSQI), depression/anxiety 
and stress, (DASS-21) and life events (LEC), which would take approximately one hour.  An 
additional 10 questions would then need to be answered four times a day for a week and would take 
approximately two hours in total which each set of questions taking approximately 2-3minutes each 
to respond to.  Participants were alerted to the need to complete a survey by an alarm that went off on 
their phone of which they had the option to ‘snooze’ the questions for a more convenient time if 
necessary.  One of the benefits of using the EMA format of data collection is that it could repeatedly 
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sample the individual’s thoughts, feelings and behaviours in real-time, in their natural environment, 
hence avoiding the reliance of memory recall (Rintala et al., 2019). 
2.6 Measures 
 
The measures for which we received valid data are the DASS-21, PSQI, and DERS-36.  
The DASS-21 asks 21 questions for which the participants can select answers ‘never’, sometimes’, 
‘often’, or ‘almost never’.  Scores are then added for each category of questions.  The three 
categories are ‘depression’, ‘anxiety’ and ‘stress’.  An example of a question relating to anxiety is 
‘I felt I was close to panic’.  When the category scores are added, 0-3 indicates normal levels of 
anxiety, 4-5 mild anxiety, 6-7 moderate anxiety, 8-9 severe anxiety, and a score of 10 or higher 
indicates extremely severe anxiety. The DASS-21 exhibits excellent internal consistency 
(Crawford et al., 2009).  Only the anxiety component of the assessment was analysed.  
The PSQI asks 10 questions covering seven components such as sleep efficiency and sleep 
duration.  Scoring is based on a score of 0 (no difficulty) to 3 (severe difficulty) for each question.  
The results are then added up for each component with a global range from 0 to 21.    The higher 
the number the worse their sleep rating. A 2002 study found the PSQI to have ‘high test re-test 
reliability and good validity’ especially for patients with insomnia  (Backhaus et al., 2002). 
The DERS assessment is a brief 3-item self-report questionnaire to access levels of 
emotional dysregulation from a six scale factor analysis.  The participants are required to answer 
36 questions with ‘almost never’, ‘sometimes’, ‘about half the time’, ‘most of the time’, or ‘almost 
always’.  Answers are allocated a value from 1 to 5, reverse and forward scoring.  The  DERS 







Table 2 displays the level of anxiety being experienced by participants (N=37, M=13, SD=4.7) on the 
DASS-A.  Anxiety is reported to be significant (p=.00001).   The DERS- 36 captured the levels of 
difficulties participants are experiencing (N=37, M=94.95, SD=17.31) as being significant (p=.00016).  
Difficulties in sleep were recorded on the PSQI and reported participants as being high in levels of 




Associations between anxiety, difficulties with sleep and difficulties with regulating emotions have all 
been noted in the data received.  There was a strong, positive, statistically significant relationship between 
anxiety and emotional regulation r(37) =.565, p=.000, anxiety and sleep difficulties r(37) =.641, p=.000, 
sleep difficulties and emotional regulation r(37) =.526, p= .001.    
 
Table 2
DASS-A, DERS-36 and PSQI population results
N M SD z-score p-score
DASS-A 37 13 4.7 19.64 .00001*
DERS-36 37 94.95 17.31 3.75 .00016*
PSQI 37 7.95 3.83 9.16 .000001*
* Significance at the 0.01 level
Note.
DASS-A Depression Anxiety and Stress Scale, anxiety component
DERS-36 Difficults in Emotional Regulation Scale - 36 items 




 Regression Model Predicting Emotion Regulation 
Variable B [95% CI] β sr2 
Anxiety 1.42 [0.09, 2.75]* 0.39 .09 
Sleep Quality 1.26 [-0.37, 2.89] 0.28 .05 
Note.  
N = 37. B = Unstandardised.  Β = Standardised. CI = Confidence interval. 
sr2 = Squared semi-partial correlations.  
*p <.005.  
 
The DERS-36 has six subscales; nonacceptance of emotional responses, difficulty engaging in goal-
directed behaviour, impulse control difficulties, lack of emotional awareness, limited access to emotion 
regulation strategies and lack of emotional clarity. Table 3 demonstrates the responses from participants 
in each category, with results being quite evenly spread but ‘awareness’ representing the most commonly 
used response to emotions.  
Table 3
DASS-A, DERS-36 and PSQI correlation results
DASS-A DERS-36 PSQI
DASS-A Pearson Correlation 1 .565** .641**
Sig. (2-tailed) 0.000 0.000
N 37 37 37
DERS-36 Pearson Correlation .565** 1 .526**
Sig. (2-tailed) 0.000 0.001
N 37 37 37
PSQI Pearson Correlation .641** 0.526** 1
Sig. (2-tailed) 0.000 0.001
N 37 37 37












Sleep difficulties are measured on the PSQI which has seven components; Subjective sleep quality, Sleep 
latency, Sleep duration, Sleep efficiency, Sleep disturbance, Use of sleep medication and Daytime 
dysfunction.  Table 4 displays the scores from participants, demonstrating difficulties with sleep and a 





The focus of this study initially was to explore the hypothesis that higher levels of anxiety 
recorded on DASS-21 predicted longer duration and stronger intensity of emotions as recorded on 
PANAS, LEC-5 and EMA.  Participants completed a series of self-report questionnaires initially, then 









1 Subjective sleep quality 9 1.41 0.63 0.4
2 Sleep latency 2 and 5a 1.78 1.07 1.14
3 Sleep duration 4 0.89 0.95 0.91
4 Sleep efficiency 1, 3 and 4 0.86 1.04 1.09
5 Sleep disturbance 5b to 5j 1.27 0.5 0.25
6 Use of sleep medication 6 0.26 0.74 0.55
7 Daytime dysfunction 7 and 8 1.41 0.91 0.84
Scale Mean SD 
DERS Total 94.95 17.31 
Non-acceptance 13.35 7.09 
Goals 14.68 5.59 
Impulse 12.73 6.83 
Awareness 21.91 6.12 
Strategies 19.30 8.86 
Clarity 12.97 5.03 
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participants was then to be reviewed to explore patterns in anxiety levels, life events, and emotional 
responses to those events.  The results from the data provided by participants proved to be unfeasible to 
provide sufficient conclusions to this hypotheses due to technical and procedural problems.  The 
hypothesis was then changed to ‘Exploring the association between high anxiety, sleep difficulties and 
emotional regulation’.  
The results of the valid and usable data retrieved from the DASS-21, DERS-36 and PSQI 
revealed that the student’s participants had overall significant levels of anxiety, sleep difficulties, and 
difficulties with emotional regulation. These finding support the hypotheses and also support the theory 
that there may be a pathway from an individual experiencing a negative life event, to higher levels of 
anxiety, to unhelpful coping strategies and difficulty self-regulating, to high anxiety maintenance, to 
increased comorbidity of psychological and physical issues (Figure 1).   
Previous research could not be found that is comparative, mainly because most studies rely on 
memory recall of emotions relating to life events, rather than the concept used in this research of 
collecting thoughts and responses in real time, and in a natural, non-clinical setting.    The closest study 
that could be found was one exploring a new questionnaire named the Cognitive Emotion Regulation 
Questionnaire (Garnefski et al., 2001).  The aim of this study was to measure nine cognitive coping 
strategies that people may use after experiencing a negative life event to explore levels of anxiety.  This 
study found that “cognitive coping strategies are found to play an important role in the relationship 
between experiences of negative life events and the reporting of symptoms of anxiety”.   This reinforced 
the importance of our study. 
“Emotion dysregulation is the maladaptive responses to unwanted experiences, whether emotions 
or events” (Plate et al., 2016) and “a key mechanism underlying multiple mental health disorders” (Sloan 
et al., 2017).  Both of these quotes support the theory of factoring in the importance of understanding the 
sequence of events as a broader picture, and how each element builds or strengthen emotional control 
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strategies and awareness of options and emotions.  Bullis explained in 2019 that the individual differences 
are how people experience emotions (for example, higher or lower intensity), and their reactivity to the 
emotions (thoughts or behaviours in response), affects their ability to regulate and implement coping 
strategies (Bullis et al., 2019). 
Focusing on anxiety in this study, sleep and emotional regulation is due to the recognition of the 
important role it plays when confronting a fork in the road between implementing helpful or unhelpful 
coping strategies and the consequences that follow.  Intensity and duration are two important aspects of 
emotion response (Brans & Verduyn, 2014), and we recognise that although emotional regulation can be 
viewed as a primitive impulsion (Cole et al., 1994) and a spontaneous reaction (Dixon-Gordon et al., 
2015), that does not mean that individuals cannot take control and make adjustments to such a 
fundamental aspect of healthy functioning (Gresham & Gullone, 2012).   
We recognise that high anxiety may exist for a number of reasons, and that avoiding the root 
causes is also detrimental in developing healthy and helpful coping strategies (O’Toole et al., 2017) and 
that addressing the core and pre-existing anxiety is to be considered.  This is something that can  be 
explored more if the individual pursues treatment, but an important aspect of changing the sequence of 
events, is perceiving control of a balanced within the situation, and that consciously implementing a 
positive cognitive change in behaviour is enough  (Connell, 1985).  Being aware of  how long emotions 
are lasting, and how intense they are, has been linked to predict spontaneous use or emotional regulation 
(Dixon-Gordon et al., 2015) which progresses into understanding the pathways and points of 
intervention. 
The PANAS was initially used in this study as a reference to select negative emotions because of 
its clinically recognised validity and reliability (Jovanović, 2015), its clarity of defining two distinct 
measures of positive and negative dimensions (Carvalho et al., 2013), and the convenience of using a 
method that has already earnt a strong reputation (Crawford et al., 2009).  The PANAS has attracted some 
criticism that some of the items listed are not actually emotions, such as ‘active’, ‘alert’ and ‘strong’, 
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(Jovanović, 2015), but for the purpose of this initial study, the PANAS’s strong reliability and validity, 
and its ability to provide valid measures was more significant than the criticisms (Zevon & Tellegen, 
1982).  Although the data from this assessment tool was not able to be used in the final results, it could 
be considered insightful for the participant to have awareness drawn to their levels of responses as they 
completed the questionnaires. Perhaps for the first time, they were given the opportunity to reflect on their 
natural responces. 
The decision to record responses to questionnaires on a mobile phone to capture real time 
emotions required us to research our options, and we found the EMA has documented support (Paolillo 
et al., 2018) such as reducing errors in rating and data collection (Leitzke et al., 2020),  and improved 
predictions of early treatment response (Husen et al., 2016).  Because the EMA involves repeated 
sampling of individuals current thoughts, feelings and behaviours in real-time, in their natural 
environment, via a smartphone application, it provides a more ecologically valid, accurate and detailed 
assessment of the experiences rather than conventional self-report questionnaires that rely heavily on 
memory  (Rintala et al., 2019).  There was some questioning that the blocks of time and prompting 
times may be too restricted to provide the richest data (Singh & Björling, 2019), but the ability to 
capture responses in real time and the ability to conduct in-depth analyses of the data (Husen et al., 
2016) confirmed the value to the research tool.  Although we were not able to use the data it produced, it 
could still be considered a valuable tool than could be used in similar research or if this research was 
reproduced. 
Another self-assessment tool that we considered important, mainly due to its validity and 
reliability (Dahm et al., 2013) and its suitability for young university students (Shaw et al., 2017) and the 
younger population (Sawyer et al., 2018) is the DASS-21 which is “a convenient method of obtaining 
data” (Crawford et al., 2009).  The Generalized Anxiety Disorder 7 scale (GAD-7) was another option 
available, and is “commonly used as a measure of general anxiety symptoms across various settings and 
populations” (Johnson et al., 2019) but it may not detect more distinct forms of anxiety that the DASS is 
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capable of, and there was not as much literature available to confirm the good reliability construct and 
structure validity with  GAD-7 as there was with the DASS (Bibi et al., 2020). 
The validity and reliability of data collection procedures are very important, once that was 
established the next step was to understand how this received and interpreted data can offer some 
connection to real world solutions.  The data collected demonstrated that the participants were not overly 
diverse given their age range from 17 to 46, 78% white Caucasians and 89% female.  This is important to 
take into account, as a reminder of our narrow study base and that we cannot presume our data to fully 
represent the wider community.  It is evident that the sequence of events from high anxiety, to negative 
life events, to increased dysregulation of emotion, to unhelpful coping strategies to increased comorbidity 
of psychological and physical issues (Figure 1) is a nationwide and expensive problem (Garnefski et al., 
2001) and the widespread consequences on daily life are significant enough (Eysenck & Derakshan, 
2011) for us to pursue with looking for patterns and interventions.  
Figure 2 illustrates the possible points where interventions could change the pathway of events, 
starting with the consideration of self-handicapping which is, as the name suggests, the script and beliefs 
we have about ourselves that prevent us from considering we have the ability to control our behaviour and 
make better independent choices (Leary & Shepperd, 1986).  It also gives individuals the opportunity to 
challenge the believes that can be developed from childhood, that we do not have control of many aspects 
of our life and decision making (Connell, 1985).  Being aware of, and accepting this self-limitation can be 
massive step towards independence of choice, the reduction of pessimism, the reduction of defensiveness 
and excuses, and the increase of motivation (Elliot & Church, 2003).  An individual may need 
professional therapeutic guidance to work through any of these stages. 
Next in the pathway is negative life events, which are unavoidable and make up a part of who we 
are.  It is understandable that we naturally experience negative emotions as a reaction, but this study has 
brought awareness to the understanding of the severity of the issue.  If an individual was already living 
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with high anxiety, then their reaction to the event could lead to a reactions such as stronger sleep 
difficulties and stronger difficulties with emotional regulation, whereas someone with lower levels of 
anxiety could experience less difficulties with sleep and emotional regulation.  In 2010 there was 
consideration to relabelling GAD as Generalized Worry Disorder “to reflect its hallmark feature” 
(Andrews et al., 2010), which draws attention to the different feelings between anxiety and worry, but for 
the purpose of this study, ‘anxiety’ is measured using standardised DASS scoring (Bibi et al., 2020).   
Awareness of having high anxiety may be helpful to individuals as it may give some meaning to 
why they feel the way they do, and hopefully they have their attention drawn to this diagnosis while they 
are in a supportive environment where they are provided with resources, information and referred to 
someone who can help them process this diagnosis.  Exploring why high anxiety is present and where it 
developed from is important in order to understand the nature of the anxiety and make changes.  For 
example if no obvious reason is coming to mind for the individual, then time may need to be taken to 
explore their childhood because this is when emotional regulation and dysregulation is developed (Cole et 
al., 1994), and emotional strategies are established (Gresham & Gullone, 2012).  Perhaps now is the time 
to challenge these automatic trains of thought and behaviour and question if they belong with the adults 
presenting, or if they are a stowaway from childhood anxiety that no longer has a place in the here-and-
now (Keil et al., 2017) or if a childhood issue such as attachment has developed in adulthood instead of 
being left behind with the younger self (Mikulincer & Shaver, 2007). 
The next point of intervention in the pathway is emotional regulation.   Cisler states that 
“Anxiety, like fear can be differentiated as a behavioural, phenomenological expression, neural, level 
analyses, - and defensive response towards potential sources of danger” (Cisler & Olatunji, 2012).  
Recognising the many disguises of anxiety helps to understand the way someone is behaving the way 
they are, but without resources as the assessment tools used in this study, that can be difficult.  Even 
getting a negative diagnosis for anxiety can be important because it eliminates one cause of emotional 
dysregulation, and allows the individual and their support team to focus on looking for alternative causes 
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such with prefrontal or amygdala engagement (Fitzgerald et al., 2017), which then leads to different 
pathway of changes and improvements.  At this stage the Emotional Reactivity Intensity and 
Perseveration Scale (ERIP) may be a useful tool to get more concentrated data to work with (Ripper et al., 
2018).   The participants in this study indicated significant difficulties with emotional regulation.  A 
triangular like significant association between emotional dysregulation, sleep and anxiety was also 
identified. 
Next on the Figure 2 pathway is sleep difficults, of which the participants identified significant 
results both stand alone, and in association with anxiety and emotional dysregulation.   If you can’t get a 
good night’s sleep then it is understandable the emotional regulation may affected the next day, which can 
have impacts on relationships, work and study, or increased general anxiety (Wallace et al., 2017).  The 
quality of sleep is an important factor in affecting positive or negative emotions more than the hours of 
sleep (Shen et al., 2018), but again there is the cycle of not being able to sleep due to anxiety, and being 
anxious due to lack of quality sleep.  There is a correlation of sleep difficulties affecting anxiety to the 
point of inducing obsessive compulsive disorder (Paterson et al., 2013) demonstrating the value and 
impact of sleep (Kalmbach, Anderson, et al., 2018).  Strong links have also been made between the 
effects that sleep has on daily mood (Kalmbach, Fang, et al., 2018) and insomnia and anxiety (Kaczkurkin 
et al., 2021) and interventions that can be implements such as physical activity to keep the balance 
healthy (Kalmbach, Fang, et al., 2018).    7.8% of adolescence report experiencing anxiety-induced sleep 
disturbance (Vancampfort et al., 2019) which is relatable to the university students in our study who are 
likely to have higher anxiety due to exam and assignment pressure.  If they have high control of their 
emotional regulation, they are more likely to achieve better exam performances, compared with lower 
control of their emotion regulation which leads to more self-handicapping and poorer exam results 
(Putwain, 2019). 
All emotions are natural and justified, natural and acceptable, and awareness of the purpose and 
place of this emotion can help with healthy regulation (Zevon & Tellegen, 1982).  Findings in a 2016 
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study highlight the importance of looking deeper into the interactions between “specific emotion 
regulation strategies when seeking to understand their relationship to psychological functioning”  (Plate et 
al., 2016).   At times, negative emotions may not be appropriate for the situation and steps need to be 
taken to recognise the anxiety behind it and working on amending the factor that is maintaining the 
emotion before it leads to unhelpful coping strategies (O’Toole et al., 2017).  
When anxiety is high, and sleep is being affected and emotional regulation is difficult, it is harder 
for individuals to implement helpful and healthy coping strategies.  Tried and tested methods of coping 
feel safer, even if the person is aware that they have not been helpful in the past, they are notably less 
willing to experiment in new strategies (O’Toole et al., 2017), which may explain why other peoples 
attempts to get them to change their strategies is often unsuccessful.   Clients seeking help for their 
anxiety disorders often have the cognitive and behavioural aspects of the anxiety addressed, and the 
emotions behind the anxiety is ignored (Smith et al., 2014).    That said, Cognitive Behavioural Therapy 
(CBT) is well respected in the industry with proven results (Hoifodt et al., 2011) and has its place in 
intervention, but ignoring the differences between emotions and emotional regulation could prevent the 
client seeking treatment getting the best outcome (Cisler & Olatunji, 2012).  It is also important to 
consider individual differences at all stages of intervention.  For example if the client is being encouraged 
to move from an unhelpful coping mechanism to the more helpful coping mechanism of reappraisal, 
considerations need to be made about how the individual thinks about emotion, what they may be 
suppressing, what they associate reappraisal with, how it will affect their social functioning and their 
overall wellbeing (John & Gross, 2004).  Reappraisal is changing the way an individual thinks about an 
event that is potentially emotionally triggering, and changing the pathway of thinking (John & Gross, 
2004) 
Changing thinking patterns from unhelpful emotional regulation to helpful, needs to be a 
conscious decision and may be difficult to start with, especially if it is borne from complicated 
background issues, sometimes dating back to childhood, but recognising the difficulties being 
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experienced is a helpful step (Gresham & Gullone, 2012), as is considering the context of the emotion 
regulation and its spontaneity of application (Dixon-Gordon et al., 2015). 
CBT can again be a useful tool to implement with a clinical based program of structured 
recognition of errors of thinking (Katzman et al., 2014) as it influences the occurrence, choices and 
rationale of emotion (Campbell-Sills & Barlow, 2007). 
If unhelpful coping strategies and difficulties with emotional regulation are unable to be changed 
to helpful and healthy coping strategies, then it is likely that anxiety levels would still be high.  Some of 
the reasons why anxiety is still high could include difficulties with sleep (such as in the significant 
association in this study), relationship issues, unstable housing, employment problems or the stress of 
study.  It is a multi-directional system, where these social dynamics could either be the course of the 
anxiety, or the result of it then each feed and compromises the other. Difficulties in emotion regulation in 
association with anxiety (as found to be present in study participants) can lead to relationship impairments 
and are presumed to be involved in the onset and maintenance of some psychopathological disorders as 
well as inappropriate behaviours. Gratz and Roemer (2004) 
These feelings of anxiety which lead to emotional dysregulation and unhelpful coping strategies 
lead to feelings of uncertainty as negative emotions and dominate thinking patterns, which can be harmful 
for relationships as the uncertainty could be unjustified causing frustration to the partner which adds to 
intolerance that the anxiety already often brings (Cai et al., 2018).  Many partners experiencing anxiety 
can also act in a “clingy, controlling or aggressive” way according to Mikulincer in his 2007 study into 
the inactions of adult attachment issues within structure, dynamics and change of relationships 
(Mikulincer & Shaver, 2007).  This is reinforced by the recognition that individuals with generalized 
anxiety are more susceptible to conflict, due to their difficulties with regulating their emotions, and are 
more susceptible to attachment issues  (Etkin & Schatzberg, 2011). 
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Stable housing is exactly the same in that “just as homelessness, or the risk of it, can increase the 
occurrence of mental health issues, including GAD, issues such as GAD can increase the risk of 
homelessness” according to a national report in 2019 (Monitoring Mental Health and Suicide Prevention 
Reform, n.d.), it is a viscous circle.  The risk of homelessness significantly affects the difficulties in 
sleeping (Herbison et al., 2017), demonstrating the flow of processes along the pathway, but also offering 
a point of intervention and change to redirect the individual to better outcomes. 
A different level of stress is employment where there can be a multitude of facets that induce or 
add to anxiety such as again having the difficulties with emotional regulation which increases risk of 
conflict with colleagues (Etkin & Schatzberg, 2011).  This can then lead to rumination of events during 
the night, disturbing sleep pattern.  When an individual is experiencing anxiety it is also harder for them 
to make the best possible decisions, which can also add to social and employment complications (Beck et 
al., 2014). 
The last category of areas negatively affected by anxiety and emotional dysregulation is 
educational study.  Sleep has already been mentioned as a compounding factor, but a direct link has also 
been found between experiencing anxiety and having difficulties controlling attention (Eysenck & 
Derakshan, 2011).  Yet another example of multi-directional effects of high anxiety affecting life, and life 
increasing anxiety levels.    If the cycle is able to be interrupted, students would hopefully find that the 
increase in emotional regulation, decreases the risk of self-handicapping, which is right at the top of the 
sequence of events.  Again the all importance of emotional regulation has shown to have a direct positive 
impact, with research demonstrating the higher control of emotional regulation equals better exam 
performance (Smith et al., 2014) which is directly relative to our sample of university student participants.  
Students can though take some steps to reduce these pitfalls that can affect their study, and one way is to 
be aware of how much time they are spending watching screens, studying at a desk, gaming, sitting in the 
car etc, compared to getting some exercise and spending time in nature.  Sedentary behaviour has proven 
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to need interruption to maintain a healthy balance away from a slide into mental health issues (Kalmbach, 
Fang, et al., 2018). 
The last stage in the sequence of events is not just recognising the increased comorbidity of 
physical and psychological issues that stem from anxiety, sleep, and emotional regulation difficulties for 
both the individuals, the community, and the Australian government (Wang et al., 2007) but also 
recognising that like other stages, this is an opportunity for intervention and change. One of the reason for 
this study, and for the need for change, is so mental health issues can be identified and dealt with outside 
general medical system, to reduce the significant proportion of people who represent GP patient 
populations (Muntingh et al.,). 
Anxiety is recognised as having medical affects (and not just psychological symptoms) (Niles et 
al., 2015), such as chest pain and rapid heart rate which is why physical symptoms are included in the 
anxiety questions on the DASS (Katon & Roy-Byrne, 2007).  These symptoms can be very scary and 
mimic a heart attack which naturally leads the individual to panic even more.  Diagnosable medical 
conditions such as asthma, heart disease, back problems, ulcers, migraines and eye difficulties all can be 
impacted by both anxiety and depression (Niles et al., 2015) reinforcing the importance of collaborative 
care within the community (Muntingh et al., 2016) to both ensure the best outcome the clients, and also 
reduce the medical costs for the individual and government. 
Medical professionals are now starting to recognise the emotional regulation issues that go along 
with anxiety as having transdiagnostic features, meaning that some of the symptoms, treatments and 
mechanisms of anxiety are recognised in other disorders as well.  This can create a blurry line between 
diagnoses, and the same can be said for physical symptoms blurring with mental health symptoms.  
Researchers looking at comorbidity of anxiety in Canada found that comorbidity includes depression, 
bipolar, ADHD, cardiovascular disease, diabetes and pain syndromes.  Their study recommended CBT as 
the most successful rate of treatment (Katzman et al., 2014). 
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Taking factors of comorbidity into account for psychological issues has some established rules, 
such as offering mood stabilising medication, before offering medication for other issues such as anxiety 
(Ott, 2018), but it may be more complicated differentiating emotional regulation as a factor in 
maintaining anxiety, the same way it is for depression (Visted et al., 2018).  The collaborative care 
aforementioned involves coordinating care with all professionals, not just health professionals, so that 
deficits, redundancies and errors are avoided and nobody slips through the gaps (Muntingh et al., 2016).  
Diagnosis of anxiety or any other mental health condition could be a very helpful, but potentially 
scary step in the journey of matching up with the correct care and guidance (Niles et al., 2015).  Useful 
self-report assessments such as our participants have used for this study can be an indication that they 
need to explore diagnosis further (Kyrios et al., 2011), and for that they may which to find a mental health 
provider who can offer a SCID-5.  This is a Structured Clinical Interview for the DSM-5 – the Diagnostic 
and Statistical Manual (American Psychiatric Association, 2013).  The SCID-5 is a reliable and valid 
(Shankman et al., 2018) clinical interview where the client is provided with an assessment that is taking in 
many factors, not just the questions answered. For example the practitioner may have been observing how 
the client presented while sitting in the waiting room, or if they appear to be affected by alcohol or other 
drugs, all useful data to consider on an assessment, but difficult to include in a self-assessment. 
When considering individual differences of a client, it would be neglectful to not include cultural 
considerations which may infect the client’s sense of normal or acceptable behaviour.  Individual 
differences must then be considered within a cultural background so as not to stereotype or make 
presumptions, for example anxiety has be found to mean significantly different things in Israel in Europe 
(Peleg & Messerschmidt‐Grandi, 2019).  Formats of assessment must also be considered across cultures 
to avoid inaccuracies in responses through language and syntax misunderstandings (Oei et al., 2013), for 
example there needs to be consistency with how practitioners administer the DASS-21 across cultures, to 
ensure consistent responses (Oei et al., 2013).   When it comes to anxiety, individual differences also need 
to be considered as to how vulnerable or resilient they may be (Campbell-Sills & Barlow, 2007).  These 
33 
 
factors are all part of the overall package of understanding that needs to go towards developing the best 
treatment plan for the client.   
Anxiety is reported as being higher in females (Gater et al., 1998), but this could be partly due to 
females being more likely to report issues and seek help (Sunderland et al., 2013), or it could be due to 
anatomic and functional differences such as the effects of reproductive hormone differences (Donner & 
Lowry, 2013).  The area of biological and social factors to sex differences in prevalence and detection of 
anxiety is as yet under-researched (Gater et al., 1998) but data is building constantly.  As far as social 
factors are concerned, again many individual differences are needing to be considered, such as living 
arrangements, consumption of alcohol and other drugs, and socioeconomics (Herbison et al., 2017). 
Once someone has received a diagnosis of anxiety, there is a lot that can be done to improve their 
quality of life, and this is where points of intervention can be recognised as demonstrated on figure 2.  
Research is constantly taking place to explore and improve options for therapy, medication, and life 
changes (Renna et al., 2018).  The type of health professional the individual seeks for advice might affect 
the recommendations and advice they receive.  For example, a psychiatrist being more likely to offer a 
medication than cognitive behavioural therapy (CBT) alone, which a psychologist or counsellor might 
offer, and each option of assistance has its pros and cons, so again it comes back to individual choices and 
requirements.  CBT has an established and robust reputation since its development in the 1960’s and 
increase in popularity in the 1990’s (Kaczkurkin & Foa, 2015).  CBT assists with a variety of disorders 
(Carpenter et al., 2018), including the associations issued identified in this study including the effect sleep 
and emotional dysregulation have on anxiety, and the effect anxiety has on sleep and emotional 
dysregulation. 
Exploring pharmacological options for interventions, there are a few tried and tested main 
choices, such as one of the many antidepressants, i.e. Selective Serotonin Reuptake Inhibitors (SSRI’s) 
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which are more effective than placebo (Cipriani et al., 2018) or Benzodiazepines which are recommended 
more for short term usage, partly due to their high additivity. 
Therapy choices for treating anxiety and sleep or emotional dysregulation are wide and varied, 
including talk therapy and hypnosis, but CBT comes from the strongest evidence based standpoint (Cai et 
al., 2018).  Research is growing all the time on alternative therapies such as mind sound resonance 
techniques (Dhansoia et al., 2015), but it is agreed that more research is needed before professionals such 
as psychologist can recommend it as a valid and robust long term treatment for anxiety (Dhansoia et al., 
2015).  Therapy and pharmacological treatments do not necessarily need to be standalone treatments, and 
they can work together for a stronger treatment plan.  For example in Canada research into treatment 
methods for anxiety has conclude that a combination of SSRI’s and CBT to have the most effective 
outcomes (Katzman et al., 2014), and research by Bandelow in 2013 concluded that a combination of 
medication such as Benzodiazepines short term, SSRI’s longer term, and CBT for a structured course to 
be the most effective suggestion (Bandelow et al., 2013).  
In combination to treatment, or as a step towards helping one’s own self, or perhaps as an 
avoidance of professional help, changes can be made to lifestyles that can have a positive effect on 
boosting mental health including anxiety, sleep, and emotional regulation (Renna et al., 2018).  
Environmental psychologists have found through their research that exposure to natural environments can 
help with “feeling of wellbeing, improvements to mood and stronger feelings of pro-sociality” (Joye & 
Bolderdijk, 2015).  Increasing social support has also be demonstrated as being a moderator of 
perfectionism, depression and anxiety, and interestingly the individual only needs to have perceived 
social support to get the positive effects (Zhou et al., 2013).  
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4.1 Non-significant findings 
There were no non-significant findings.  All associations between anxiety, sleep difficulties and 
difficulties with emotions produced results with p values lower than 0.05.  There has been no publication 
bias, and the true raw results have been reported. 
4.2 Implications 
The visual demonstration tables outlining the linkage from self-handicapping through to 
comorbidity could prove helpful as a starting point for future studies.  Alternatively it could assist with 
the identification of points to intervene,  when reviewing an individual’s negative progress of events 
(Medland et al., 2020).  If the data produced was shared with the student participants, it could give them 
some awareness of the associations between anxiety, sleep and emotional regulation, allowing them to 
reflect and make changes as they feel necessary. 
Studies like this that draw links between different areas of physical and mental health are 
important for professional organisations or individuals trying to get funding to make improvements to the 
existing health care systems.  The more data that can be provided to demonstrate significant correlations 
of comorbidity, the more evidence that funds are needed to implement interventions.  
 Although the data we received from the EMA was unusable, it was not the fault of the EMA 
system and the concept has its benefits.   Future researchers may be interested in implementing its usage 
into their own studies as awareness is brought to its ability to capture information regarding emotions 
shortly after being experienced, rather than relying on memory later (Ritchie & Roser, 2018).   
4.3 Limitations and Future research 
One of the limitations to this research was that it took longer than expected to start the data 
collection process, so we had a shorter time to receive data. The delays were due to the research project 
being conducted by university students who had no experience in conducting research, applying for 
ethics, creating mobile phone applications, writing a thesis or recruiting participants.  Some amendments 
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needed to be made to the process along the way, all costing time.  This was part of the learning experience 
and to be expected but it resulted in the team having a delayed start.  Another reason for the delay was 
due to the ethics application needing to be resubmitted. 
Another limitation was having to exclude participants with a pre-existing mental health condition 
under the ethic committee’s instruction.  This greatly reduced the number of eligible applicants and 
prevented us from collecting valuable data.  We initially wanted a minimum of 60 participants, preferably 
200 or more, but by missing a semester of university recruitment opportunities due to the delays, and 
filtering students with pre-existing mental health condition, this was not possible.   
COVID-19 impacted our group work in setting up and designing the project because we were not 
always able to meet face-to-face on campus and instead had to rely on online meetings.  This was not 
always efficient, especially when trying to compare scripts, data or ideas. 
The first cohort of data received after the long university Christmas study break was unusable, 
due to errors in the application script, meaning data retrieved was invalid. This is because the app was 
created in such a way that participants were allowed to select multiple answers when we required just one, 
and were not providing one primary statistic.  This impacted us significantly because it meant that we 
now only had a couple of months left to complete the research and write the thesis, and we did not have 
any usable data and we had to re-think our hypothesis.  Our team had already dropped from six to five 
members at the early stages of the research, but at this point a second team member decided not to 
continue leaving us a group of four.  It was recommended by our supervisor that the four research team 
members would all have the same hypotheses, so the research students could work together to share the 
load, but this was not agreed upon so two groups of two were established, duplicating work and having 
difficulties sharing resources. 
Another limitation was that because of the design of the research, participants were required to 
enter responses repeatedly rather than just a one off survey or questionnaire, so this also deterred potential 
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participants, whilst others committed to the research but did not complete the extensive number of 
responses.  This resulted in a larger number of ‘no response’ answers instead of usable data.  For 
example, when answering a question repeatedly on EMA about emotional regulation, the participants 
produced 1098 responses in total with the following replies: ‘Savouring’ = 45, ‘Solving’ = 33, 
‘Suppression’ = 32, ‘Avoidance’ = 16, ‘Reappraisal’ = 7, ‘Ruminate’ = 3, ‘Reflect’ = 1 and ‘no response’ 
= 961.  Another example is, when providing answers to the intensity of their emotions, of a total of 2196 
responses received, 1461 were ‘no response’.  
Ten days before the research project was the be completed and the thesis was due for submission, 
it was agreed that the data that was retrieved from EMA, LEC-5 and PANAS was unusable for our team, 
and could not be included in the study.  This required a change of hypothesis from ‘higher levels of 
anxiety recorded on the DASS-21 predicts longer duration and stronger intensity of the emotions’ which 
had relied on the unusable data.  Most of the draft thesis then had to be deleted and the benefit of its 
review by our supervisor lost.  This was a limitation which greatly compromised the quality of the study 
and left very little time to produce a finished product.  These limitations greatly affected this study, but 
much was learnt, and skills were gained that are transferable to future research work. 
Looking forward, if this study (or one like it) was repeated, perhaps the demographics of the 
potential participants could be increased beyond one country, one university, one year group, and one set 
of students.  Promotion of participation could be increased to offer a reward other than university credit to 
attract non-students, and the time allowed to carry out the study could be increased to allow for more 
participants.  These steps could help ensure future studies have a large number of participants and broad 
range of age groups, cultural background, work/study environments and different stages of life are 
represented.  With experience learnt and more time to collect and analyse data, this study could yield 
robust and valuable data.  Perhaps too a soft start could be carried out as a trial to identify errors at the 
early stages of the research project, before genuine participants are invited to invited to be involved.   
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Future studies, if carried out by students, could possibly have all scripts, data retrieval and data 
manipulation and other important procedures of a successful study approved and tested by an experienced 
professional before the study commences, to avoid later errors and compromised data.  
The self-report measures where suitable for the task, but the Scale of Positive and Negative 
Experience (SPANE) could be considered for inclusion in future research due to its higher reported 
validity (Jovanović, 2015).    The Generalise Anxiety Disorder Severity Scale (GADSS) could also be 
considered as a measure to compare levels of anxiety with sleep and emotional regulation difficulties 
(Shear et al., 2006). 
4.4 Conclusion 
In conclusion, this study offered limited results due to the low participant numbers and limited 
data received, but it did reveal a significant association between anxiety, sleep difficulties and difficulties 
with emotions.  A possible sequence of event from the point of experiencing negative life events through 
to either a return to daily functioning or alternatively increased psychological and physical issues was also 
offered as has an alternative pathway that includes points of intervention to prevent negative outcomes.  
As stated by Brans in 2014 (Brans & Verduyn, 2014) “appraisals and regulation strategies are important 
determinates of emotional features”. 
4.5 Future Directions 
Future research with higher participant numbers and more robust data is needed to support any 
findings, which have the potential to benefit the wider community by shaping mental health care services, 
and by directing funding towards interventions that increase quality of life and avoid comorbidity. By 
recognising high anxiety and the affects it is having on sleep difficulties and difficulties with emotional 
regulation, it is possible to also bring awareness to individuals of their current status and place within the 
flowchart, and also the choices they have available to help themselves work towards a better outcome. 
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Future studies may also consider the potential of the EMA method of data collection and the 
benefits of having participants respond to questions close to the time of their experiences, rather than 
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employed.  Multiple comparisons will then be made and discussed with the hope of gaining greater understanding of 
emotional dysregulation and its effects, which has potential clinical implications for emotional disorders. 
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  See Safety in Research & Teaching for advice. 
    
 If yes, select the appropriate activities and status;  








 Working with Biological Materials 
(e.g. blood, tissue samples) 
☐ ☐ ☐ ☐  Approval Number_________________ 
 Chemicals ☐ ☐ ☐ ☐  Approval Number_______________________ 
 Fieldwork ☐ ☐ ☐ ☐  Approval Number_________________ 
 Radioactive Substances ☐ ☐ ☐ ☐  Approval Number_________________ 
 Irradiating Apparatus (e.g. X-rays, 
DEXA scans, CT scans) 
☐ ☐ ☐ ☐  Approval Number_________________ 
 Trans Illuminators and Lasers ☐ ☐ ☐ ☐  Approval Number_________________ 
  
1.10 Resources  
 (a) Is this research funded?  ☐ Yes        ☒ No  
  If no, go to Qn 2.1. If yes, please detail amount and source of funds and how this will be disclosed to participants (NS 2.2.6 h) 




Will the researchers receive any form of payment or benefit for each participant 
recruited into the study? 
☐ Yes        ☐ No  
  If yes, provide details including how this will be disclosed in the consent process (NS 3.1.29) 
    
  
Part 2 - Project Details 
In this section, provide an overview of the project, its aims, design and intended outcomes. It is important to use plain English to 





 Provide a list of any technical terms and acronyms, together with their definitions, to assist the HREC to understand this 
application: 
 










Ecological Momentary Assessment – repeated sampling of subjects’ current thoughts, 
feelings, and behaviours in real-time, in subjects’ natural environments, via a 
smartphone application. 
Emotion Dysregulation – inability to flexibly respond to and manage emotions.  
Emotion Reactivity – tendency to experience frequent and intense emotional arousal.  
Difficulties in Emotion Regulation Scale – identifies emotion regulation issues in adults. 
Depression, Anxiety and Stress Scale – assess subjective depression, anxiety, and stress. 
Pittsburgh Sleep Quality Index  
Positive and Negative Affect Scale 
  
2.2 Peer Review 
 Has the research proposal, including design and methodology, undergone a peer review 
process?) 
☐ Yes        ☒ No  
 If no, go to Qn 2.3. If yes, provide details. 








 Is there any context or background explanation which may assist the committee to evaluate this application? Consider 
information based on a literature search, whether this is novel research, replication or extension of other studies, or 
whether there are unique issues / circumstances. 
 Emotional disorders – including anxiety, depressive, trauma- and stressor-related, obsessive-compulsive, and substance 
use disorders – are by nature characterised by differences in the experience of emotions (e.g., higher/lower intensity), 
reactivity to intense emotions (e.g., thoughts or behaviours in response), and ability to regulate emotions (e.g., coping 
strategies; Bullis et al., 2019). Traditionally, our knowledge of emotional disorders has come from clinical observation, 
lab-based experiments, and self-report questionnaires. Ecological Momentary Assessment (EMA) allows investigation of 
individual’s thoughts, feelings, and behaviours in real-time, in their natural environment (e.g., Myin-Germeys et al., 
2018). It thus provides a more ecologically valid, accurate, and detailed assessment of experiences than conventional 
self-report questionnaires that rely heavily on memory. Employing EMA in both non-clinical and clinical cohorts allow 
for sampling across the full spectrum of emotional functioning which has the potential to inform understanding of both 
healthy functioning and psychopathology. 
  
2.4 Service-Research Projects (Translational) 
 
(a) 
Will this project be conducted in the context of standard service delivery or 
treatment (e.g. counselling, medical or education)?  
☐ Yes        ☒ No  
   If no, go to Qn 2.5. 
58 
 
  -    
  -  Is the project associated with healthcare or public health? ☐ Yes        ☐ No  
  -  Will the project involve a systematic investigation of the safety, efficacy and / or 
effectiveness of an intervention? 
☐ Yes        ☐ No  
  -  Will the project involve an intervention for which the safety and / or effectiveness is 
not well understood?  
☐ Yes        ☐ No  
  -   
For each yes, provide details of the service context. 
 
    
  
 (b) Is this an ongoing arrangement / partnership or the provision of a once-off service? Provide details. 
    
  
 (c) Provide a brief explanation of how this context has impacted the timing or design of the research and discuss 
any constrains or demands on the measures or methodologies to be used. 
  If available, provide a copy of the agreement or consent from the partnering service. 
    
  
2.5 Aims, Design and Outcomes 
 Give a brief plain English description of the following; 
  
 What is the research theme or question that this project is designed to explore? 
 
AIMS / RESEARCH QUESTION 
(Maximum 200 words) 
 
 
We will investigate associations between real-time emotional reactivity and self-reported emotion dysregulation and 
mental health symptoms in a sample of first-year university students. We will use ecological momentary assessment 
(EMA) to sample emotional reactivity (the intensity and duration of their emotions in response to daily events) and their 
coping mechanisms (cognitive and behavioural responses to intense emotions) four times per day for one week. We aim 
to investigate whether self-reported emotion dysregulation is associated with emotion reactivity and coping (e.g., by 
comparing individuals with high/low emotion dysregulation on their EMA emotion reactivity and coping or by examining 
whether pre-EMA emotion dysregulation predicts emotion reactivity and coping during the EMA week). 
  
 Why is exploration of this theme or answer to this question worth pursuing? 
 
JUSTIFICATION 
(Maximum one page) 
 
 Emotion dysregulation – maladaptive responses to unwanted experiences, whether emotions or events – is a key 
mechanism underlying multiple mental health disorders (e.g., Aldao et al., 2016; Sloan et al., 2017). This complex 
construct encompasses maladaptive use of emotional control strategies and broad deficits in emotional awareness, 
understanding, and acceptance. Indeed, emotional disorders – including anxiety, depressive, trauma- and stressor-
related, obsessive-compulsive, and substance use disorders – are by nature characterised by emotion dysregulation, 
including differences in the experience of emotions (e.g., higher/lower intensity), reactivity to intense emotions (e.g., 




Emotion dysregulation is considered an underlying mechanism for different mental health disorders and can be 
considered a transdiagnostic approach to identifying maladaptive coping mechanisms. That is, by examining emotion 
(dys)regulation across multiple different disorders and sampling the full dimension of responses across clinical and non-
clinical samples, we can gain greater insight into both psychopathology and healthy functioning, which has the potential 
to inform clinical treatment approaches.  
 
Ecological momentary assessment (EMA) is an increasingly utilised novel method that permits real-time assessment of 
thoughts, feelings, and behaviours throughout the day (e.g., Myin-Germeys et al., 2018). It therefore provides a more 
ecologically valid, accurate, and detailed assessment of experiences than conventional self-report questionnaires that 
rely heavily on memory or traditional lab-based experiments that often have poor translation to the real-world.  EMA is 
a novel and innovative approach to increase understanding of emotion dysregulation.  
 
We are collecting additional measures related to sleep, mental health, and exposure to traumatic events as these have 
known associations with emotional reactivity and regulation.  Some of these measures will be analysed in future studies 
by the PI (Dr Mathersul).   
  
 How will the planned methods explore the theme or achieve the aims of the research? 
 
RESEARCH DESIGN / METHODS 
(Maximum one page) 
 
 Participants will complete an initial series of self-report questions (see attachment for Qualtrics survey) related to 
demographics, emotions (Positive and Negative Affect Scale; PANAS-X), emotion dysregulation (Difficulties in Emotion 
Regulation Scale; DERS), sleep (Pittsburgh Sleep Quality Index; PSQI), mental health symptoms (Depression, Anxiety and 
Stress Scale; DASS-21), and exposure to traumatic events (Life Events Checklist for DSM-5; LEC-5).  
EMA will be used to assess participant’s responses to daily events and stressors via a smartphone app. Participants will 
be sampled four times per day, across a weeklong period using the app SEMA3. They will receive an alert on their 
smartphone to respond to a series of questions (see attachment for planned question script), such as the event triggers 
for emotional responses, how individuals responded to that emotion, the duration and intensity of their emotional 
response, and the coping mechanism(s) they employed in response.   
  
 ANTICIPATED RESULTS OR OUTCOMES OF THE PROJECT 
 (Maximum 200 words) 
 
 We anticipate greater intensity and duration of emotions for those with high emotion dysregulation, and less intensity 
and duration of emotions for those with low emotion dysregulation, especially in response to events and/or emotions 
self-labelled as negative.   
We anticipate differences in coping mechanisms between participants high versus low on emotion dysregulation and 
that these participants will differ in how they perceive their own styles of coping (e.g., “beneficial” or “effective” versus 
“unhelpful”).  
  
2.6 Potential Benefits, Risks and Harms  (NS 2.1)  








Improve individual assessment and formulation of emotional experiences; which vary across the day. Therefore, 




To the wider community: 
 Potential to appropriately resource interventions and inform treatment targets. 
  
 (b) What are the possible risks or harms of this research to the participants? (NS 2.1.3) 
  Outline possible risks or harms. How do the likely benefits of the research justify possible risks to participants (NS1.6)? 
  The possible harm that may occur for participants in relation to this study would fall under psychological harms. 
The psychological harms may occur due to the protentional for the EMA questions to trigger or increase intensity 
of emotions such as feelings of worthlessness, distress, guilt, anger, fear or embarrassment. However, the type of 
possible risk or harm is considered low and EMA studies are not typically associated with adverse effects. The app 
will contain contact details for both the Murdoch University Counselling Centre and Lifeline if participants 
experience distress during the study.  
  
2.7 Participants 
 (a) How many participants will be recruited?  A minimum of 60 
  
 (b) Provide an overview of the expected demographics of participants. 
 Age range 18 + Gender Female, Male, Non-binary 
  
 Ethnic origin Any Health Any 
     
 Provide any additional demographic details. 
 First year psychology students 
  
 (c) Justify the number of participants to be recruited. How was this number arrived at? 
  Consider: Is this a planned sample or a convenience sample? What number or proportion of people to be recruited are likely to 
participate? Is there a sample size calculation? (NS 3.1) 
  60+ participants will allow for a normal distribution of emotion regulation skills to increase variability in 




Are there any screening, inclusion or exclusion criteria for participants? (NS 3.1.15 – 
3.1.16) 
☐ Yes        ☒ No  
  Describe the criteria. Will the criteria be communicated to participants; if yes, how; if no, why not? 
   
  
 (e) Does the researcher, or anyone else involved in the project (e.g. co-investigator or 
person recruiting participants) have a personal or professional relationship with any 
of the participants or potential recruits that could be viewed as a real or perceived 
conflict of interest? (NS 5.4, 3.1.18, 3.1.21) 
☐ Yes        ☒ No  
  If yes, describe how this will be managed. Consider how suitable boundaries will be maintained. 




 (f) Will any third party (e.g. a participants’ supervisor or line manager) be aware of who 
has been approached to participate, and whether or not an individual has elected to 
participate?  
☐ Yes        ☒ No  
  If yes, describe how this will be managed (NS 3.1.27 – 3.1.28) 
    
  
2.8.1 Process of Recruitment 
 How will participants be identified and recruited? In each response address: How will the information to be provided 
ensure that participants can make an informed decision about participation (NS 3.1.12 – 3.1.14, 3.1.17 – 3.1.21) 
  
 Consider also how participants will be reassured that any access to normal services or support provided by the 
researchers will not be impacted by their decision to accept or decline participation (NS 3.1.30) 
  
 Tick only the applicable boxes and describe in each instance the process through which participants will be recruited. 
  
 (a) Email ☐ 
  Describe how participants will be identified and approached, including how email addresses will be sourced. Attach a copy of 
the wording of the recruitment email. 
    
  
 (b) Advertisement, poster, flyer ☐ 
  Provide details including where this will be displayed. Attach a copy of the document. 
    
  
 (c) Recruitment through a third party (e.g. via an organisation, professional association 
other person, etc.) 
☐ 
  Provide details. Attach a letter of support / approval / permission where required 
    
  
 (d) Personal Contact ☐ 
  Provide details including how participant contact information will be sourced and how conflicts of interest will be avoided. 
    
  
 (e) Participants from a previous study ☐ 
  If consent for future contact was not obtained, justify why this proposed contact is appropriate. Describe the process through 
which contact will be made for recruitment. Attach a copy of the Consent Form utilised for the previous project 
    
  
 (f) Snowball sampling (participants recommended to other potential participants) ☐ 
  Provide details about how this will occur. 
    
  
 (g) From a designated public space (e.g. shopping centre, city area, community facility) ☐ 
  Provide details and attach a copy of written permission from the person or organisation responsible for the space. 




 (h) Web, including Social Media (e.g. Facebook, Twitter, etc)  ☐ 
  Provide details of how and where the recruitment will occur. Attach a copy of the proposed advertising wording 
    
  
 (i) Murdoch University Research Participant Portal ☒ 
  Please note this is only available to researchers in the Discipline of Psychology and Exercise Science. Include the portal 
description and alternative written assignment as attachments to this application 
  We invite you to participate in a research study looking at emotional reactivity, coping strategies and their 
associations with general emotional regulation. The nature of this project is to investigate the way individuals 
respond to emotions and the coping strategies used. Understanding emotional responses allows for more 
informed clinical approaches to emotional disorders. In taking part of this project it is important to understand 
what is required, so please if you have any questions make sure to ask prior to agreeing to participate. Agreeing 
to participate will involve responding to a series of questions regarding your demographics, sleep, emotions and 
emotion regulation. From there you will join a survey via an app that will ask you questions regarding your 
emotional responses to daily events and the coping strategies you utilised in response to those events. The app 
will alert you on your phone to respond to these questions four times per day over a week-long period. Each set 
of questions will take no more than 2-3min to respond (with no more than 15-min total responding time per day). 
 
Alternative Written Assignment  
Write a 2000 word literature review defining the construct of emotion dysregulation, how it is associated with 
mental health disorders, and the pros and cons of using ecological momentary assessment (EMA) to investigate 
and explore emotion dysregulation.   
 
  
 (j) Other (e.g. telephone, SMS etc) ☐ 
  Outline and provide relevant details. 
    
  
2.8.2 Process of Recruitment 
 Are there any risks for potential participants associated with the recruitment strategy? ☐ Yes        ☒ No  
 If yes, outline how these risks will be mitigated (NS 3.1.28) 
   
  
2.9 Participants who may be vulnerable 
 Does the project actively seek to recruit participants who are:  
   
 (a) Pregnant women? (NS 4.1) ☐ Yes        ☒ No  
  If yes, outline how the research complies with section 4.1 of the National Statement. 
    
  
 (b) Minors, i.e. children under 18 years of age? (NS 4.2) ☐ Yes        ☒ No  
  If yes, provide details about how the research complies with section 4.2 of the National Statement. Consider: How will the 
children or young people benefit from this research? Is the methodology suitable for the population? Is all intended 
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communication (e.g. invitations, Information Letters, Consent Forms) provided at a suitable level of readability? How will child, 
and, if needed, parent or guardian consent be managed? 
  As we are recruiting from the university undergraduate population, we recognise that some first-year students 
may not have reached the age of 18 and may still be 17. University students are considered capable of making 
adult decisions in all respects of their studies. University processes are also specifically excluded from the Working 




Attach a copy of the Working With Children checks for researchers / investigators who will be involved with participants 
under the age of 18 in Western Australia, or equivalent documentation if working in other jurisdictions. If no formal 
permission is required, state this, and provide reasoning. (NS 1.1(e)) 
   
 (c) People in pre-existing, dependent or unequal relationships? (NS 4.3) ☐ Yes        ☒ No  
  NS 4.3 is primarily concerned with pre-existing relationships between a researcher and participants, where one party typically 
has a position of influence or authority over the other. 
 
If yes, outline how the research complies with section 4.3 of the National Statement. In the response, also address: Is there an 
existing relationship between the researcher and participants (e.g. teacher-student, supervisor-staff member, or professional-
client)?  Is this impacted by the status of the participants (e.g. their level of seniority or employment security)?  Is permission 
required for access (e.g. consent from a CEO or Government Department) and has this been obtained? How will the researcher 
ensure that the pre-existing relationship does not impair participants' free and voluntary consent? If a participant is in a more 
‘powerful’ position than the researcher, how will it be ensured that the reporting of results is not unduly influenced by the 
participant?   
  As we are recruiting from the university undergraduate population, we acknowledge that the PI/primary 
supervisor on this project is a Lecturer in Psychology and so there is the potential for an unequal relationship 
between researcher (teacher) and participant (student). We note that the PI (Dr Mathersul) does not have control 
or influence over the enrolment status or grades of the potential participants and does not currently teach first-
year psychology students. We also note that students are made aware prior to enrolment in their unit that 
research participation is allocated a small percentage of course credit and that they are free to withdraw 
participation and/or complete an alternative assignment without penalty.  
 
  
 (d) People highly dependent on medical care who may be unable to give consent?  
(NS 4.4) 
☐ Yes        ☒ No  
  If yes, outline how the research complies with section 4.4 of the National Statement. 
    
   
 (e) People with a cognitive impairment, an intellectual disability, or mental illness?  
(NS 4.5) 
☐ Yes        ☒ No  
  The capacity of a person with any of these conditions to consent to research, and their ability to participate can vary. In some 
instances there can be fluctuations in a person’s conditions which could vary their capacity from one iteration to the next. 
 
If yes, outline how the research complies with section 4.5 of the National Statement. Consider: How will the researchers 
determine a person’s capacity to provide voluntary informed consent; what criteria will be utilised, who will make this decision, 
how will this be reviewed as the research progresses? What measures are in place if a person’s condition interferes with their 
capacity to give consent or to participate on any individual occasion? 




 (f) People who may be involved in illegal activities? (NS 4.6) ☐ Yes        ☒ No  
  If yes, outline how the research complies with section 4.8 of the National Statement. The National Statement identifies that 
while some research is intended to uncover illegal activity, illegal activities can also be exposed if this is not intended. Consider: 
Are there any risks to participants or risks to researchers due to identifying illegal activity? Has the research process taken into 
account the possibility of any legal requirements which could compel disclosure of information obtained, e.g. are there 
obligations to disclose? Particular care must be taken in the process of providing information and obtaining consent. 
    
  
 (g) People in other countries? (NS 4.8) ☐ Yes        ☒ No  
  Research conducted overseas must comply with section 4.8 of the National Statement. Local laws and customs must also be 
respected. If yes, consider: How will local cultural values be acknowledged within the design and conduct of the research? How 
will information be provided and consent obtained? Are there any in-country approval processes which need to be achieved? If 
so, specify these and advise how and when they will be completed. Outline the researchers’ experience and expertise 
conducting research with the proposed population, including language and culture. Is there any local person (e.g. an academic) 
who can provide guidance if needed? Is there a local, readily accessible contact who can assist with responses to information, 
answer questions and receive complaints? 
    
  
  Are there any local or cultural factors which may make it problematic to comply with 
ethical standards expressed in the National Statement, and where consideration may 
need to be given to appropriate alternatives? 
☐ Yes        ☒ No  
   
  If yes, provide details; 
    
  
 (h) Aboriginal and / or Torres Strait Islander peoples? 
OR 
Is the participant group likely to include a significant proportion of Aboriginal and / or 
Torres Strait Islander persons? (NS 4.7) 
☐ Yes        ☒ No  
    If yes, carefully consider how section 4.7 of the National Statement will be implemented in this research. As appropriate, also 
include reference to the 6 (six) core values determined by Aboriginal and Torres Strait Islander Communities: spirit & integrity, 
cultural continuity, equity, reciprocity, respect and responsibility. Provide the response under the following sub-headings; 




   
   
   
 (i) People who may be vulnerable in other ways e.g. identifiable through belonging to a 
small or easily recognisable community or minority group? (NS 3.1.16) 
☐ Yes        ☒ No  
  If yes, Are there any special cultural or language sensitivities that need to be considered?  Are there any special issues 
regarding information and consent? Is there any likelihood that participants may become identifiable due to their membership 
of an identified group? Will this research involve access to, use, collection, or acquisition of any culturally sensitive data or 
material?  Are there any issues specific to the participants which need to be considered? 






Outline what will be asked of participants or the tasks they will be asked to carry out. Consider: How much time & effort 
is being asked; will participants be asked to attend a specific research location?   
Provide a sufficiently detailed description for ethics committee members to understand what a participant may expect 
to experience.   
 
Participants will sign up for the study via the Murdoch University Research Participant Portal. All information will be 
provided online and all study participation – including the consent process – will occur online.  
 
After agreeing to participate in the study, participants will immediately be taken to the initial questions on 
demographics, emotions (PANAS), emotion regulation (DERS), sleep (PSQI), mood/mental health (DASS), and exposure 
to traumatic events (LEC) (see below and attached; presented via Qualtrics survey). The initial consent and questions 
phase are expected to take 1 hour:  
- Positive and Negative Affect Scale (PANAS-X) 
- Difficulties in Emotion Regulation Scale (DERS).  
- Pittsburgh Sleep Quality Index (PSQI)  
- Depression Anxiety Stress Scale (DASS-21) 
- Life Events Checklist for DSM-5 (LEC-5)  
 
Once participants have completed the initial question phase, a link to the app will be sent to their phone via email for 
the EMA phase of the study: 
- Ecological Momentary Assessment (EMA). This will take one week to complete and will require participants to 
fill in 10 questions four times a day. Participants will be alerted on their smartphone to respond to a set of 
questions. Each set of 10 questions will take around 2-3 minutes to complete and we anticipate a maximum 
total of 15 minutes per day, including time taken to “snooze” questions to answer at a later time. Across the 
week this will take no more than 2 hours.  
 
In total, we anticipate participants will be required to participate for a total of 3 hours of research.  
  
2.11 Databanks / Databases 
 Databanks (or databases) are existing collections of data which contain personal information about people or data 
which may be able to be used to identify individuals.  A databank can be a formal or informal collection of material.  
Data may be stored in identifiable, re-identifiable or non-identifiable forms.  Specific consent for the collection, 
recording and research use of the data may or may not have been provided by the people whose data has been 
included in the databank. Databanks are collections of data deliberately collected and stored. Some databanks are 
established for administration purposes and others for research. Human Resources records, client records, and human 
tissue banks are examples of databanks. See NS 3.2. 
 
The management of databanks normally involves 3 separate roles: a researcher (who is seeking access), an ‘owner’ 
(who provides permission for access) and a curator (who, once permission is granted, provides the agreed data to the 
researcher, most commonly in de-identified form). 
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 Does the project involve information sourced from databanks or will the information be 
used to create a databank? (NS 3.1.55 – 3.1.62) 
☒ Yes        ☐ No  
   If no, go to Qn 2.12. 
 (a) If yes, state which one(s) and provide a description of the data to be accessed.  If a databank is being created, 
describe what will be stored, where and how it will be stored, and who will own the data. 
  A databank will be created through an application called SEMA3. The information stored on this databank will be 
participant’s subjective responses based on a positive or negative event across real-time; Ecological Momentary 
Assessment (EMA). These responses will be recorded across four periods of the day for a week e.g. Monday to 
Sunday - 08:00, 11:00, 14:00 and 17:00. One of the five researchers will create the profile questionnaire on the 
SEMA3 application. The researcher who creates the questionnaire on the application will make all five researchers 
administrators. Therefore, all five researchers will be involved in the research and will have access to the 
participant’s responses to questions. Upon completion of this study, the PI (Dr Mathersul) will maintain the de-
identified data on the secure Murdoch network.  
  
 (b) How will permission to access the data be obtained? Are there any conditions of access? 
  Attach a copy of any relevant permission or approval. 
  Access to de-identified data will be permitted via future research projects supervised by the PI (Dr Mathersul) or 
via written correspondence with the PI. Access will only occur for projects with ethics approval.  
   
 (c) Will it be possible to identify individuals from the data? (NS 3.1.61) ☒ Yes        ☐ No  
   
 •  If yes, will personally identifying information be removed prior to using the data? If so, 
when, how and by whom? Will the de-identification be completed before the records 
are provided to the researcher? 
☐ Yes        ☐ No  
  Participants will be required to provide their email address to create a profile with the SEMA3 application. This 
information will not identify the participants as participants are given an identification code upon creating a 
profile. Therefore, the raw data during exporting will only contain de-identified information. This information will 
be exported into CSV format, which is already de-identified, and will be password protected during its use and 
then managed by the PI (Dr Mathersul) post analysis. These data are also unlinked from the de-identified study 
data (i.e., question responses).    
   
 (d) Was any consent for research access to their data given by the people whose data is 
being obtained? (NS 3.1.60) 
☒ Yes        ☐ No  
  If yes, provide a copy of this. If no. justify the access to be obtained. 
  Participants consent to their data being used in the future (see attached Information form and below):  
“Your responses to questions will be stored under a de-identified participant number. Please be aware that once 
your data are submitted (i.e., once you respond to the questions), they cannot be removed due to their de-
identified nature. These data will be securely retained by the PI (Dr Mathersul) after the conclusion of the study 
and may be used in future research.” 
  
 (e) How will privacy and confidentiality of the data be maintained during the research? Are there any risks 
associated with examining the records, for instance if an individual can be identified in the records could this 




  Refer to 2.11 (c).  
   
 (f) Does this research involve linkage of data sets? (NS 3.1.43, 3.1.56-59) ☐ Yes        ☒ No  
  If yes, explain how this will be achieved. See: www.phrn.org.au for advice. 
    
   
2.12 Clinical, Health and Epidemiological Research 
  
 Is this project clinical, health or epidemiological research?  ☐ Yes        ☒ No  
 
 
(If no, go to Qn 2.13) 
 
 (a) Does this project relate to a health intervention or treatment? (NS 3.1) ☐ Yes        ☐ No  
  -  Is this a novel intervention or novel application of a treatment that is not used in 
the usual care of the health condition? (NS 3.1.38) ☐ Yes        ☐ No  
  -  Is there likely to be any therapeutic benefit to participants from this intervention? ☐ Yes        ☐ No  
  -  Following the project or the active treatment, will participants have further access 
to any of the treatment with or without limitations? 
  
☐ Yes        ☐ No  
   
  Provide details in response to each of the above. 
    
  
 (b) Will the research involve use of any human tissue samples (including organs, blood or 
bodily fluids)? (NS 3.1.39, 3.2) 
☐ Yes        ☐ No  
  If existing samples will be accessed, provide details about the samples. Where they will be sourced from? What permissions are 
required, have permissions been obtained? Attach copies of any permissions of licenses required. 
    
  
  If samples are taken specifically for this project, provide details of the samples to be taken. Identify; (i) who will be taking the 
samples and outline their relevant qualifications and /or experience to do so (ii) how and when the samples will be taken, (iii) 
how and where the samples will be stored, (iv) how samples will be labelled and whether it is possible to re-identify the 
individual through the label or through an access key. (NS 3.1.40-41) 
    
   
 (c) Will the research involve the administration of any chemical compounds, drugs or 
biological agents? 
☐ Yes        ☐ No  
  If yes, provide details including: what substance will be administered (dosage, frequency method), where will this be done, who 
will undertake the administration and what are their relevant training / qualifications and experience?   
Attach a copy of the Safety Sheet. 
    
   
 (d) Will the research use no-treatment or placebo control conditions? (e.g. NS 3.1.5) ☐ Yes        ☐ No  
  If yes, provide details. 




 (e) Will the research involve interventions and therapies including clinical and non-
clinical trials and innovations? (NS 3.1.6) 
☐ Yes        ☐ No  
  If yes, provide details. 
    
   
 (f) Does the study include the generation or use of any Human genetic information? (NS 
3.3) 
☐ Yes        ☐ No  
  If yes, provide details about the samples that will be used, and what will be done with these samples. Where they will be 
sourced from? What permissions are required, and have permissions been obtained? 
Attach copies of any special permissions or licenses required. 
    
  
 (g) Will the research include investigation of, or access to, human stem cells? (NS 3.3) ☐ Yes        ☐ No  
  If yes, provide details about and justification what will be undertaken with reference to NS 3.6. How will the research meet the 
requirements of ART legislation requirements? 
Attach copies of any special permissions of licenses required. 
    
   
 (h) Will the research involve any physically invasive procedures (other than blood or 
tissue sampling)? 
☐ Yes        ☐ No  
  If yes, provide details.  
    
   
2.13 Clinical, Health or Epidemiological Trial 
 A clinical trial is “any research study that prospectively assigns human participants or groups of humans to one or more 
health-related interventions to evaluate the effects on health outcomes.” (NS 3.1.7) The National Statement also 
defines a clinical trial as a form of human research designed to find out the effects of an intervention. Health-related 
interventions can include drugs, surgical procedures, devices, behavioural treatments, dietary interventions or process-
of-care changes. Health outcomes include any biomedical or health-related measures obtained in participants, including 
pharmacokinetic measures and adverse events. 
   
 Is this project a clinical, medical or epidemiological trial as 
defined above?  
 
☐ Yes        ☒ No  
  (if no, go to Qn 2.14) 
  
Research involving human biological samples; medical and pharmaceutical research; the use of human DNA or genetic material, 
gametes and embryos, often require specific legislation and regulation to be considered in addition to the ethical requirements. 
Researchers must obtain all necessary approvals and certification prior to commencing research. 
 
 (a) If this project is a clinical trial, has the trial been registered in a publicly accessible 
trials registry (e.g. the Australian New Zealand Clinical Trials Registry)? (NS 3.1.7) 
☐ Yes        ☐ No  
  If yes, state the name of the Registry and the Registration Number. 
If no, state the reasons why trial registration has not been undertaken, and indicate if or when registration will be undertaken 
    
  
 (b) Is this a randomised controlled trial? ☐ Yes        ☐ No  
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  If yes, does it meet CONSORT Criteria? 
See: www.consort-statement.org/ 
☐ Yes        ☐ No  
  
  If no, explain why not. 
    
  
 (c) Is this a CTN trial? (Clinical Trial Notification Scheme) ☐ Yes        ☐ No  
  
See: www.tga.gov.au/clinical-trials  
  
 (d) Is this a  CTX trial? (Clinical Trial Exemption Scheme) 
See: www.tga.gov.au/clinical-trials 
☐ Yes        ☐ No  
    
 (e) Is this trial a Multi-Centre trial or study? ☐ Yes        ☐ No  
  If no, go to Qn 2.14. If yes, advise the names of any other Australian University or research centre you may be collaborating 
with.  
    
  
 (f) How many trial sites are there?   
  
  Location of trial sites (State/s if in Australia, Country/s if overseas) 
    
  
  
2.14 Federal Privacy Legislation 
 The following questions are part of the requirements concerning federal privacy legislation. 
   
 (a) Is this project medical research (including epidemiological research)? 
If no, go to (b) 
☐ Yes        ☒ No  
  -  If yes, will you require the use or disclosure of information from a Commonwealth 
agency?  
If no, go to (b) 
☐ Yes        ☐ No  
  -  If yes, will the information to be disclosed be personal information, i.e. identifiable 
information? 
If no, go to (b) 
☐ Yes        ☐ No  
  -  If yes, will you be obtaining consent from the individuals to whom the information 
relates? 
☐ Yes        ☐ No  
   
 (b) Is this research relevant to public health or safety, or to the management, funding or 
monitoring of a health service? 
If no, go to Qn 2.15 
☐ Yes        ☒ No  
 •  -  If yes, does the research involve the collection, use or disclosure of information 
from a private sector organisation? ☐ Yes        ☐ No  
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If no, go to Qn 2.15 
 •  -  If yes, will you be collecting, using or disclosing health information? 
If no, go to Qn 2.15 
☐ Yes        ☐ No  
 •  -  If yes, will consent be obtained from the individuals to whom the health information 
relates? 
☐ Yes        ☐ No  
   
2.15 Identifiable Data Sources 
 Will any of the following be taken? 
  
 (a) Photographs in which individuals can be identified? ☐ Yes        ☒ No  
 (b) Video-recordings of participants? ☐ Yes        ☒ No  
 (c) Audio recordings e.g. of interviews or focus groups? ☐ Yes        ☒ No  
  
 If yes to any of the above, justify and describe each use. 
Also: 
- Outline how specific consent will be obtained.  
- How and where will recordings be stored during and following the research? 
- Will participants be able to edit the transcripts or tapes? Will participants have any later opportunity to agree on any excerpts 
or quotes to be used in publications?   
   
  
2.16 Data Analysis 
 Explain how the information or data obtained for the project will be analysed, including any statistical tests or 
qualitative analyses. 
 Simply referring to a software package is not sufficient here. 
 
The questionnaire scales as well as the EMA questions will yield quantitative data. A quantitative approach to data 
collection will allow us to test our hypotheses and determine whether the data collected support or reject the 
hypotheses. Hierarchical linear modelling and regression analyses using the Statistical Package for the Social Sciences 
(SPSS) or JASP will be used to collapse multiple EMA responses across time and analyse associations with emotion 
regulation from the initial questionnaires (i.e., DERS). 
  
2.17 Disclosure and Consent 
 (a) How will participants consent to participate in this study and how will they be informed of their rights?  
(NS 2.2.1 -2.2.7, 3.1.21, 3.1.23 – 3.1.39) 
  Provide details of how the standards outlined in NS 2.2.1 – 2.2.7 and NS 3.1.23-39 will be met.  Where alternate approaches to 
consent (other than an Information Letter and Consent Form) are requested, provide a detailed outline of the process by which 
consent will be obtained.  Options can include return of an anonymous survey, recorded consent for an interview, and oral 
consent (provide a script). How will the approach be appropriate, respectful, and relevant to the potential participants, e.g. if 
participants may have difficulty understanding a suitable level of English, how will their consent be established? 
  Information letters will be posted on Sona and participants will be able to download a pdf (see attached). The 
information letter will sufficiently detail the purpose, methods, demands, risks, and potential benefits of the 
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research. Potential participants will be provided with the opportunity to seek further information and ask 
questions from the researchers. Participation in the research is voluntary and the participants will be made aware 
of their rights, such as the right to withdraw from the study at any stage, privacy, confidentiality, and the contact 
details of the researchers to seek further clarification. At the conclusion of this information, the online study 
portal will clearly state that consent to participate is provided by selecting “I agree”.  
The information letter is presented in plain English and we expect it to be clear and comprehensible to a first-year 
university undergraduate with the requisite level of English literacy proficiency.  
  
 (b) Will any form of implicit or passive consent be used for this project? ☐ Yes        ☒ No  
  If yes, provide a suitable justification. (NS 2.3.1) 
    
  
 (c) Will any form of opt-out consent be used?  ☐ Yes        ☒ No  
  If yes, provide a suitable justification. (NS 2.3.5) 
    
  
 (d) Will the project collect and store information from which individuals can later be re-
identified? (NS 2.2) 
☐ Yes        ☒ No  
  If yes, provide a suitable justification and describe how participant confidentiality and privacy will be protected. 
    
  
 (e) Will data be stored beyond the end of the current project and potentially be utilised 
either for future additional research by the current researchers, or by other 
researchers? (NS 3.1.36 – 3.1.37) 
☒ Yes        ☐ No  
  If yes, outline how participant consent will be obtained for this (NS 2.2.14 – 2.2.18) 
 
 
Participants consent to their data being used in the future (see attached Information form and below):  
“Your responses to questions will be stored under a de-identified participant number. Please be aware that once 
your data are submitted (i.e., once you respond to the questions), they cannot be removed due to their de-
identified nature. These data will be securely retained by the PI (Dr Mathersul) after the conclusion of the study 
and may be used in future research.” 
  
 (f) Will there be a need to re-visit or re-negotiate consent over time?  (NS 3.1.24) ☐ Yes        ☒ No  
  If yes, describe how this will be done 
    
  
 (g) How will participants be given time to consider what is proposed, and have their questions answered before 
consenting to participate? (NS 3.1.26)       
 
 
Participants recruited will have an appropriate amount of time to consider the research proposal and will be able 
to contact the researchers with any questions they have regarding participating in the study. Potential 
participants will be able to access the Sona portal at a later date should they choose to take time to consider their 
participation.  
  
 (h) How will researchers communicate any limitation on, or consequence of, withdrawing consent? If a participant 
withdraws, will it be possible to withdraw their data or information? Are there limitations beyond which a 





The participants will be informed prior to the study that a 75% completion rate will be needed in order to attain 
the full (3) credit points. A participant will be allowed to withdraw from the study at any time, however if the 
participant completes less than 75% of the EMA questions, they will only receive 1-credit for the first hour of 
initial questionnaires. Survey completion rates can be viewed by the researchers separately from the de-identified 
EMA responses via a binary Y/N notification. Participants will be informed that once their data are submitted (i.e., 
once they respond to the questions), the data cannot be removed due to their de-identified nature (though they 
are still free to withdraw from further participation). 
  
 (i) Is there any likelihood that research participation, results or information may need to 
be reported to any other authority? (NS 3.1.34) 
☐ Yes        ☒ No  
  If yes, provide details 
    
  
2.18 Deception 
 Will there be any deception of participants involving limited disclosure, concealment and 
covert observation? (NS 2.3.1, 2.3.2) 
☐ Yes        ☒ No  
 If yes, provide a detailed justification. 
   
  
2.19 Intrusiveness 
 Adverse reactions or consequences are possible when research intrudes into participants’ personal lives or emotions.  
Many reactions are, at least to some degree, predictable. Some responses also depend on a person’s previous life 
experiences, for example, does the research ask participants about personal matters, including; bullying or anti-social 
behaviour, use of alcohol and other drugs, gambling, domestic violence, grief or trauma, sexuality, religious beliefs and 
personal values, or other topics which may be viewed as personal and sensitive.  This section asks researchers to 
consider potential consequences or risks and to explain the risk management / mitigation processes that will be 
implemented.  
   
 (a) - Are there any aspects of the study that are intrusive in areas ordinarily considered 
personal and private, or that could create apprehension and anxiety for 
participants? 
☒ Yes        ☐ No  
  - Will personal details or private information be collected which may cause 
individuals to be apprehensive? 
☒ Yes        ☐ No  
  - Could the research evoke anxiety or lead to the recall of painful memories? ☒ Yes        ☐ No  
  - Will participants be asked to provide any information or commit any act, which 
might diminish self-respect or cause them to experience shame, embarrassment or 
regret? (NS 2.1) 
☒ Yes        ☐ No  
  - Does the research use any stimuli, tasks, or procedures, which may be experienced 
by subjects as stressful, noxious, or unpleasant? (NS 2.1) 
☒ Yes        ☐ No  
   
  If yes, to any of the above, provide a brief description of the intrusive aspects of the study and outline what will be done to 
alleviate any anxiety or apprehension and / or to provide participants with appropriate support. 
 
 
The research will require participants to reflect on their emotional reactions and how they respond to these 
reactions. This is intrusive to the participant’s personal life and their emotions and there are potential risks and 
consequences to the participant (e.g., increased attention may mildly intensify experience of negative emotions). 
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To manage this risk, participants will be made aware of their right to withdraw from the study at any time and will 
be provided with the contact details of the Murdoch Counselling team and Lifeline if they feel the need to reach 
out for help or a chat during their participation in the study. At the same time, we note that increasing emotional 
awareness is a therapeutic tool used in many psychological approaches to mental health disorders and therefore 
participants may gain benefit from answering questions about and reflecting on their emotions.  
   
 (b) Will any procedure be used which may have an unpleasant or harmful side effect? (NS 
2.1) 
☒ Yes        ☐ No  
 
 




Reflecting on emotions may cause unpleasant side effects to participants such as increasing distress or mildly 
intensifying experience of the emotion. To minimise these impacts, participants will be provided with the contact 
details of the Murdoch Counselling team and Lifeline. Alternatively, participants may gain benefit from answering 
questions about and reflecting on their emotions.  
  
 (c) Will the research induce or create physical pain beyond mild discomfort? (NS 2.2.10) ☐ Yes        ☒ No  
 
 
If yes, provide a justification for this and identify how the risks, including adverse consequences, to participants will be 
managed. 
    
  
2.20 Adverse Consequences 
 Are there any foreseeable minor adverse consequences for participants? For instance, 
following some treatments people commonly experience a short-term increase of symptoms; 
or asking people about negative emotions may draw their attention to this and mildly 
exacerbate symptoms. Once approved, minor adverse consequences do not need to be 
reported as an ‘adverse event’ unless they occur with greater frequency or duration than 
outlined and approved. 
☒ Yes        ☐ No  
 If yes, provide details. 
 Refer to 2.19 (a) and 2.19 (b) above.  
  
2.21 Reimbursement 
 Is any reimbursement, payment, inducement or other reward being offered to participants? 
(NS 2.2.10, 3.1.22) 
☒ Yes        ☐ No  
 If yes, state what will be offered, to what amount or value and for what purpose (e.g. a voucher as a prize, reimbursement to cover 
expenses, etc.) and how / when this will be awarded. 
 3 credit points will be offered to first year psychology students that complete over 75% of the EMA survey questions. 1 
credit point will be offered to students who complete less than 75% of the EMA survey questions (i.e., credit for the 
initial questionnaires).   
  
2.22 Feedback and Research Outcomes 
 Feedback (research outcomes) should be made accessible to participants in a way that is timely and clear (NS 1.5, NS 
3.1.35). 
 
Ensure that information provided to participants includes how and when feedback will be made available. In most cases 
feedback should be specifically designed for participants. Providing a copy of a thesis or academic journal paper is 
generally not suitable. 
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 (a) Will it be appropriate to provide individualised or personalised  feedback to 
participants?  
(NS 3.1.33, 3.1.63 – 3.1.64) 
 ☐ Yes        ☒ No  
 
 
If yes, provide a feedback plan (NS 3.1.65). Consider; 
- Will the research generate findings or results of significance to participants or others? 
- Will the researchers disclose findings or results to participants, or others? (e.g. clinicians or relatives) and how 
will this decision be reached? 
- Will participants be advised in advance of the option to receive individualised findings or results, and how will 
they communicate their preference? 
- Outline how the findings or results will be provided to participants 
- Outline the relevant expertise of the person communicating the findings or results 
- Outline how the level of privacy desired by participants will be protected 
    
  
 (b) Outline the process by which feedback will be made available to participants (e.g. individually or via a 
newsletter or published on a website) (NS 3.1.72) 
  A summary of our findings will be published on the Psychology Research Results website: 
http://www.murdoch.edu.au/School-of-Psychology-and-Exercise-Science/Research/Psychology-
Research/Research-results/ by the end of 2021. 
  
 (c) How will the project results be disseminated in the wider community (e.g. publication in journals and 
presentations at conferences)? (NS 3.1.69 – 3.1.71) 
  The findings of the project will be written in the form of individual Graduate Diploma in Psychology theses by 
each student researcher and submitted to Murdoch University for formal assessment by academic staff in 
Psychology. Findings will also be prepared and submitted in manuscript form for publication in a peer-review 
journal. Some measures collected here will be analysed in future studies by the PI (Dr Mathersul).   
   
 (d) Is there a likelihood that findings may need to be made available to third parties? (for 
examples see NS 3.1.66 – 3.1.67) 
☐ Yes        ☒ No  
  If yes, provide details 
    
  
2.23 Data Management and Storage 
  A data management plan related to the generation, collection, access, use, analysis, disclosure, storage, retention, 
disposal, sharing and re-use of data and information, should be developed (NS 3.1.45 – 3.1.50, 3.1.73 – 3.1.74) 
Ensure the identity of participants cannot reasonably be ascertained from any published data or information 
unless they have agreed to be identified (NS 3.1.42) 
   
 (a) How and where will data be stored during the study? How will data security be managed? How will participant 
confidentiality be assured in the data storage? Will personal identifiers be removed or retained? (NS 3.1.40 – 
3.1.41) 
  De-identified data will be stored on a password protected CSV format spreadsheet in excel on a personal laptop 
device. Participant’s confidentiality will be assured by assigning participants with a number and recording 
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responses under this number (i.e., de-identified data). Only the named student researchers and the PI will have 
access to the data during the study.   
  
 (b) Describe the data which will be stored following the study.  How and where will data be stored, how long will 
data be stored and how will data security be managed? Will data be destroyed at some point? If so, when? Will 
data be retained long term? If so, how? 
  After the conclusion of the study, data will be securely retained and maintained by the PI (Dr Mathersul) on the 
Murdoch network and may be used in future research.  
  
 (c) Following the study, will any individually identifiable or re-identifiable data be 
stored? Justify the need for this. Why can it not be stored as non-identifiable data? 
☐ Yes        ☒ No  
    
  
 (d) When and how will data be disposed of? If data will be retained indefinitely or over the long term, provide an 
indication of this and whether it is likely at any point that the data may be destroyed or be disposed of. 
  After the conclusion of the study, data will be securely retained and maintained by the PI (Dr Mathersul) on the 
Murdoch network and may be used in future research. To maintain data integrity, there are no plans to destroy 
the de-identified data.  
  
 (e) Is it likely that the data will be utilised for any future research or potentially be made 
available to other researchers either directly or through a wider resource (e.g. a data 
bank or repository)? 
☒ Yes        ☐ No  
  If yes, i) describe what data will be made available and how (e.g. in what format and resource), ii) will the data be individually 
identifiable or re-identifiable? iii) will the participant Consent clearly reflect for participants that data will be made available 
and what whether or not this will be (re-)identifiable? 
  Participants consent to their data being used in the future (see attached Information form and below):  
“Your responses to questions will be stored under a de-identified participant number. Please be aware that once 
your data are submitted (i.e., once you respond to the questions), they cannot be removed due to their de-
identified nature. These data will be securely retained by the PI (Dr Mathersul) after the conclusion of the study 
and may be used in future research.”   
Access to de-identified data will be permitted via future research projects supervised by the PI (Dr Mathersul) or 
via written correspondence with the PI. Access will only occur for projects with ethics approval.  
   
2.24 Other Ethical Issues 
 Are there any issues in this study, such as: 
- Competing interests or possible conflicts of interest? 
- Restrictions on publications resulting from this study? 
- A risk that the publication of the results could cause any kind of harm (including physical, psychological, spiritual, 
emotional, social and financial) to individual participants, to participants’’ employability or professional 
relationships, or to their communities? 
- Any risk involved to any participant or member of the research team that have not already been addressed? 
   
 Are there, in your opinion, any other ethical issues involved in the research? ☐ Yes        ☒ No  
 If yes, provide details; 
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Part 3 -  Attachments 
  
3.1 Check all that are applicable. Check n/a if not required  Yes –  
attached 
Yes –  
still to 
come 
N/A –  
Not required 
 (a) Information Letter/s ☒ ☐ ☐ 
 (b) Consent Form/s ☒ ☐ ☐ 
 (c)  Recruitment material (e.g. advertisement text, flyers) ☒ ☐ ☐ 
 
(d) 
Questionnaires, surveys, interview questions, test 
items 
☒ ☐ ☐ 
 
(e) 
Organisational and / or institutional approvals or 
letters of support 
☐ ☒ ☐ 
 (f) Relevant agreements or contracts ☐ ☐ ☒ 
 (g) Working with Children Check ☐ ☐ ☒ 
 
(h) 
Evidence of qualifications (e.g. First Aid, Phlebotomy 
etc) 
☐ ☐ ☒ 
 (i) Psychology & Exercise Science portal assignment ☒ ☐ ☐ 
 (j) Other relevant information or documentation;    
 (j)   ☐ ☐ ☒ 
  
Part 4 -  Declaration 
  
This application form must be signed by the Chief Investigator / Supervisor who has been named on the front page 
and who accepts the legal and ethical responsibilities associated with this research project.  Signatures of all Co-
investigators and Student Investigators must also be provided in addition to the signature of the Head of Discipline 
/ Centre Director in the college of the Chief Investigator / Supervisor. 
  
4.1 Chief Investigator / Supervisor  
 I have read and will abide by the National Statement on Ethical Conduct In Research Involving Humans and relevant 
Murdoch University Policy, Procedures, Guidelines and Codes of Practice for the Conduct of Research. 
 
I endorse the content of this application and am confident that it is ready for review by the Human Research Ethics 
Committee and that it is suitable to be conducted if approved.  
 
I declare that I and all participating researchers on this project have read this application fully and will adhere to the 
National Statement and all relevant Murdoch policies and codes, and that the project, if approved, will be conducted as 
approved by the HREC. I accept the legal and ethical responsibilities associated with this research. 
 
 Given Name: Surname: 
 
Danielle  Mathersul 




  27/08/2020 
  
4.2 Co-Investigator(s) & Student Researchers 
 I have read and will abide by the National Statement on Ethical Conduct In Research Involving Humans and relevant 
Murdoch University Policy, Procedures, Guidelines and Codes of Practice for the Conduct of Research. 
 
I endorse the content of this application and am confident that it is ready for review by the Human Research Ethics 
Committee and that it is suitable to be conducted if approved.  
 
I declare that I will abide by the National Statement and adhere to the project as approved by the HREC. 
 
 Co-Investigator(s) 
 Given Name: Surname: 
 
    
 Signature:  Date: 
 
    
  
 Student Researcher(s) 
 Given Name: Surname: 
 
Chloe  Lupton  
 Signature:  Date: 
 
  26/08/2020 
   
   
 
  
 Given Name: Surname: 
 
Ben  Mahoney  
 Signature:  Date: 
 















Given Name: Surname: 
Benita  Lamb  
Signature:  Date: 





Given Name: Surname: 
Frankie  Wallace  
Signature:  Date: 





Given Name: Surname: 
Mackenzie  Liddelow 
Signature:  Date: 
  26/08/2020 
   
 
4.3 
College Authorisation – Head of Discipline 
 I endorse this application for review by the Human Research Ethics Committee.  I support this project to be 
conducted under the auspices of the Discipline or Centre of                                      subject to approval by 
Murdoch University’s Human Research Ethics Committee. 
 Given Name: Surname: 
 
    




    







Study Information Letter 
Emotional Reactivity and Coping Strategies Associated with Emotional Regulation 
Dear Participant 
We invite you to participate in a research study looking at emotional reactivity and coping strategies and 
their associations with general emotional regulation. This study is part of our Graduate Diploma in 
Psychology, supervised by Dr Danielle Mathersul at Murdoch University. 
Nature and Purpose of the Study 
The purpose of this project is to conduct a detailed investigation of the ways in which first year 
University students respond to intense emotions (emotional reactivity), what types of coping strategies 
they use (if any), and how these responses relate to their self-reported emotional regulation. The goal is 
to inform understanding of the full spectrum of emotional responses and ultimately to inform clinical 
approaches to emotional disorders.  
If you consent to take part in this research project, it is important that you understand the purpose of 
the study and the tasks you will be asked to complete. If you have any questions, please make sure to 
ask them before you agree to participate in the study. 
What the Study will Involve 
If you agree to participate in this study, you will be asked some initial demographic questions and 
questions about your sleep, emotions, emotion regulation, and exposure to traumatic events. From 
there you will join a survey via an app that will ask you questions regarding your emotional responses to 
daily events and the coping strategies you utilised in response to those events. The app will alert you on 
your phone to respond to these questions four times per day over a week-long period. Each set of 
questions will take no more than 2-3 min to respond (no more than 15-min total responding time/day).  
Privacy 
Your privacy is important to us. Your participation in this study is entirely voluntary. You may withdraw 
at any time without discrimination or prejudice. All information is treated as confidential and no 
personal identifying details will be used in any publication. By agreeing to participate, you agree to a link 
to the app being sent to your phone via email. These contact details are stored separately from all data 
collected in this study and will not be shared. Your responses to questions will be stored under a de-
identified participant number. Please be aware that once your data are submitted (i.e., once you 
respond to the questions), they cannot be removed due to their de-identified nature. These data will be 
securely retained by the PI (Dr Mathersul) after the conclusion of the study and may be used in future 
research. (Note that achieving the desired response rate of 75% is identifiable via a binary Y/N 
notification to researchers and is not linked to your individual item responses). 
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Benefits of the Study 
While there is no guarantee that you will personally benefit from this study, the knowledge gained from 
your participation may help others in the future. 
Possible Risks 
There are no specific risks anticipated with participation in this study. However, if you find that you are 
becoming distressed you are advised to seek support from the Murdoch Counselling team on 9360 1227 
or Lifeline on 13 11 14.  
As we are recruiting from the university undergraduate population, we recognise that some first-year 
students may not have reached the age of 18 and may still be 17. University students are considered 
capable of making adult decisions in all respects of their studies. University processes are also 
specifically excluded from the Working with Children Act. Accordingly, in the context of this low-risk 
research, it is entirely your choice whether or not you participate, even if you have not yet reached 18 
years of age and are still 17. Should you wish to consult someone else, such as a parent or trusted 
friend, before making the choice to participate, this is entirely up to you.  
Reimbursement 
Participants who complete over 75% of the app survey questions will receive 3 credit points. Participants 
who complete less than 75% of the app survey questions will receive 1 credit point.  
Alternative Written Assignment  
If you choose not to participate in the research study, you have the option of completing an alternative 
written assignment for 3 credit points: 
“Write a 2000-word literature review defining the construct of emotion dysregulation, how it is 
associated with mental health disorders, and the pros and cons of using ecological momentary 
assessment (EMA) to investigate and explore emotion dysregulation.”   
Study Feedback  
A summary of our findings will be published on the Psychology Research Results website: 
http://www.murdoch.edu.au/School-of-Psychology-and-Exercise-Science/Research/Psychology-
Research/Research-results/ by the end of 2021. 
If you are willing to consent to participation in this study, please select “I agree” on the screen at the 
end of this information letter. 
Thank you for your assistance with this research project. 
Contact Details 
If you have any questions about this project, please feel free to contact us at 





Ben Mahoney  
Benita Lamb 
Chloe Lupton 
Frankie Wallace  
Mackenzie Liddelow  
This study has been approved by the Murdoch University Human Research Ethics Committee (Approval 
xxxx/xxx). If you have any reservation or complaint about the ethical conduct of this research, and wish 
to talk with an independent person, you may contact Murdoch University’s Research Ethics and Integrity 
on (Tel. 08 9360 6677or email ethics@murdoch.edu.au). Any issues you raise will be treated in 





Psychology & Exercise Science Portal Alternative Written Assignment 
 
Write a 2000-word literature review defining the construct of emotion dysregulation, how it is 
associated with mental health disorders, and the pros and cons of using ecological momentary 







Do you consent to participate in this research study?  
 
By selecting “I agree”, you understand: 
 
1. I agree voluntarily to take part in this study. 
2. I have read the information letter provided and been given a full explanation of the purpose of 
this study, the tasks involved and what I’m required to do. 
3. I understand that I will be asked to:  
• Complete the surveys on the app four times per day for one week. 
4. The researcher has answered all my questions and has explained possible problems that may 
arise as a result of my participation in this study. 
5. I understand that I am free to withdraw from this study at any time without needing to give any 
reason. 
6. I understand that I will not be identified in any publication arising out of this study. 
7. I understand that my name and identity will be stored separately from the data, and these are 
accessible only to the investigators. All data provided by me will be analysed anonymously using 
code numbers. 
8. I understand that all information provided by me is treated as confidential and will not be 
released by the researcher to a third party unless required to do so by law.  
 













Age: (type in) 
Gender: (options) 










Please indicate to what extent you generally feel this way; that is, how you feel on the average. Use the 
following scale to record your answers: 
 
 0 1 2 3 4 
 very slightly a little moderately quite a bit extremely 
 or not at all 
 
[NOTE: only 10 of these words will be selected from this list; representative of both positive and 






















































43. at ease 
44. scared 
45. drowsy 



























About half the time 
4 




1. I am clear about my feelings. 
2. I pay attention to how I feel.  
3. I experience my emotions as overwhelming and out of control.  
4. I have no idea how I am feeling.  
5. I have difficulty making sense out of my feelings.  
6. I am attentive to my feelings.  
7. I know exactly how I am feeling.  
8. I care about what I am feeling.  
9. I am confused about how I feel.  
10. When I’m upset, I acknowledge my emotions.  
11. When I’m upset, I become angry with myself for feeling that way.  
12. When I’m upset, I become embarrassed for feeling that way.  
13. When I’m upset, I have difficulty getting work done.  
14. When I’m upset, I become out of control.  
15. When I'm upset, I believe that I will remain that way for a long time.  
16. When I'm upset, I believe that I'll end up feeling very depressed.  
17. When I'm upset, I believe that my feelings are valid and important.  
18. When I'm upset, I have difficulty focusing on other things.  
19. When I'm upset, I feel out of control. 
20. When I'm upset, I can still get things done. 




 21. When I'm upset, I feel ashamed with myself for feeling that way.  
22. When I'm upset, I know that I can find a way to eventually feel better.  
23. When I'm upset, I feel like I am weak.  
24. When I'm upset, I feel like I can remain in control of my behaviors.  
25. When I'm upset, I feel guilty for feeling that way. 
 26. When I'm upset, I have difficulty concentrating.  
27. When I'm upset, I have difficulty controlling my behaviors.  
28. When I'm upset, I believe there is nothing I can do to make myself feel better.  
29. When I'm upset, I become irritated with myself for feeling that way.  
30. When I'm upset, I start to feel very bad about myself.  
31. When I'm upset, I believe that wallowing in it is all I can do.  
32. When I'm upset, I lose control over my behaviours.  
33. When I'm upset, I have difficulty thinking about anything else. 
 34. When I'm upset, I take time to figure out what I'm really feeling.  
35. When I'm upset, it takes me a long time to feel better.  












The following questions relate to your usual sleep habits during the past month only. Your answers 
should indicate the most accurate reply for the majority of days and nights in the past month. Please 
answer all questions  
 
1. During the past month, what time have you usually gone to bed at night?  
 
2. During the past month, how long (in minutes) has it usually taken you to fall asleep each 
night?  
 
3. During the past month, what time have you usually gotten up in the morning?  
 
4. During the past month, how many hours of actual sleep did you get at night? (This may be 
different than the number of hours you spent in bed.) 
 
5. During the past month, how often have you had trouble sleeping because you  
 
a) Cannot get to sleep within 30 minutes  
- Not during the past month  
- Less than once a week  
- Once or twice a week 
- Three or more time a week 
 
b) Wake up in the middle of the night or early morning  
- Not during the past month  
- Less than once a week  
- Once or twice a week 
- Three or more time a week 
 
c) Have to get up to use the bathroom  
- Not during the past month  
- Less than once a week  
- Once or twice a week 
- Three or more time a week 
 
d) Cannot breathe comfortably  
- Not during the past month  
- Less than once a week  
- Once or twice a week 
- Three or more time a week 
 
e) Cough or snore loudly  
- Not during the past month  
- Less than once a week  
- Once or twice a week 




- Three or more time a week 
 
f) Feel too cold 
- Not during the past month  
- Less than once a week  
- Once or twice a week 
- Three or more time a week 
 
g) Feel too hot  
- Not during the past month  
- Less than once a week  
- Once or twice a week 
- Three or more time a week 
 
h) Have bad dreams  
- Not during the past month  
- Less than once a week  
- Once or twice a week 
- Three or more time a week 
 
i) Have pain  
- Not during the past month  
- Less than once a week  
- Once or twice a week 
- Three or more time a week 
 
j) Other reason(s), please describe: 
 
6. During the past month, how often have you taken medicine to help you sleep (prescribed or 
“over the counter”)? 
- Not during the past month  
- Less than once a week  
- Once or twice a week 
- Three or more time a week 
 
7. During the past month, how often have you had trouble staying awake while driving, eating 
meals, or engaging in social activity? 
- Not during the past month  
- Less than once a week  
- Once or twice a week 
- Three or more time a week 
 
8. During the past month, how much of a problem has it been for you to keep up enough 
enthusiasm to get things done? 
- No problem at all 
- Only a very slight problem  
- Somewhat of a problem 
- A very big problem  
 
9. During the past month, how would you rate your sleep quality overall? 
- Very good 
- Fairly good 
- Fairly bad  




- Very bad 
 
10. Do you have a bed partner or roommate? 
- No bed partner or room mate 
- Partner/roommate in other room 
- Partner in same room but not same bed  
- Partner in same bed  
 
11. If you have a roommate or bed partner, ask him/her how often in the past month you have 
had: 
a) Loud snoring  
- Not during the past month 
- Less than once a week 
- Once or twice a week 
- Three or more times a week 
 
b) Long pauses between breaths while asleep 
- Not during the past month 
- Less than once a week 
- Once or twice a week 
- Three or more times a week 
 
c) Legs twitching or jerking while you sleep 
 
- Not during the past month 
- Less than once a week 
- Once or twice a week 
- Three or more times a week 
 
d) Episodes of disorientation or confusion during sleep 
- Not during the past month 
- Less than once a week 
- Once or twice a week 
- Three or more times a week 
 











Please read each statement and select a number 0, 1, 2 or 3 which indicates how much the statement 
applied to you over the past week. There are no right or wrong answers. Do not spend too much time 
on any statement. The rating scale is as follows:  
0 Did not apply to me at all - NEVER  
1 Applied to me to some degree, or some of the time - SOMETIMES  
2 Applied to me to a considerable degree, or a good part of time - OFTEN  




1. I found it hard to wind down  
2. I was aware of dryness of my mouth  
3. I couldn’t seem to experience any positive feeling at all  
4. I experienced breathing difficulty (eg, excessively rapid breathing, breathlessness in the 
absence of physical exertion)  
5. I found it difficult to work up the initiative to do things  
6. I tended to over-react to situations  
7. I experienced trembling (eg, in the hands)  
8. I felt that I was using a lot of nervous energy  
9. I was worried about situations in which I might panic and make a fool of myself  
10. I felt that I had nothing to look forward to  
11. I found myself getting agitated  
12. I found it difficult to relax  
13. I felt down-hearted and blue  
14. I was intolerant of anything that kept me from getting on with what I was doing  
15. I felt I was close to panic  
16. I was unable to become enthusiastic about anything  
17. I felt I wasn’t worth much as a person  
18. I felt that I was rather touchy  
19. I was aware of the action of my heart in the absence of physical exertion (eg, sense of heart 
rate increase, heart missing a beat)  
20. I felt scared without any good reason  









     3 
        Almost always 







Instructions: Listed below are a number of difficult or stressful things that sometimes happen to 
people. For each event select one or more of the options to indicate that: (a) it happened to you 
personally; (b) you witnessed it happen to someone else; (c) you learned about it happening to a close 
family member or close friend; (d) you were exposed to it as part of your job (for example, 
paramedic, police, military, or other first responder); (e) you’re not sure if it fits; or (f ) it doesn’t 
apply to you.  
Be sure to consider your entire life (growing up as well as adulthood) as you go through the list of 
events. 
1. Natural disaster (for example, flood, hurricane, tornado, earthquake)  
2. Fire or explosion  
3. Transportation accident (for example, car accident, boat accident, train wreck, plane crash)  
4. Serious accident at work, home, or during recreational activity  
5. Exposure to toxic substance (for example, dangerous chemicals, radiation)  
6. Physical assault (for example, being attacked, hit, slapped, kicked, beaten up)  
7. Assault with a weapon (for example, being shot, stabbed, threatened with a knife, gun, bomb)  
8. Sexual assault (rape, attempted rape, made to perform any type of sexual act through force or threat of harm)  
9. Other unwanted or uncomfortable sexual experience  
10. Combat or exposure to a war-zone (in the military or as a civilian)  
11. Captivity (for example, being kidnapped, abducted, held hostage, prisoner of war)  
12. Life-threatening illness or injury  
13. Severe human suffering  
14. Sudden violent death (for example, homicide, suicide)  
15. Sudden accidental death  
16. Serious injury, harm, or death you caused to someone else  
17. Any other very stressful event or experience  






EMA SCRIPT  
Participants will be notified on their smartphone four times per day for one week to respond to the 
following questions. 
 
Message “Hello and thank you for taking a few minutes to help us” 
IF first app response trigger of the day, THEN: 
Message “How many hours of actual sleep did you get last night (this may be different from the number of 
hours you spent in bed)?  
1 0 Hrs 









ALL four response triggers 
Message “Please rate your current mood from 0 (worst, most negative mood) to 100 (best, most positive 
mood)”  
Message “Since the last assessment, what have you experienced that has changed your mood? Please 
briefly describe it (five words or less)”: 
     Begin typing……….. 
Message “How long ago did this event occur?” 
• Less than 5 minutes 
• Between 5 – 20 minutes 
• Between 20 – 40 minutes 
• Between 40 – 60 minutes 
• 60+ minutes 
Message “Approximately how long did this event last?” 
• Less than 5 minutes 
• Between 5 – 20 minutes 
• Between 20 – 40 minutes 
• Between 40 – 60 minutes 




• 60+ minutes 
Message “Choose the strongest emotion* that best describes what you experienced after this event” 
[*NOTE: these 10 words will be selected from the 60-words in the PANAS-X, representative of both 
positive and negative states, and may differ from those listed here.] 
 
nervous irritable alert determined inspired guilty ashamed proud upset proud 
 
Message “Please rate the intensity of that emotion from 0 (no emotional response/numb) to 50 (average 
level of emotional response) to 100 (the most extreme emotional intensity possible).” 
Message “When you experienced this event/emotion, did you do any of the following (choose any that 
applied)”:  
• “I tried to accept things without judgement”  
• “I tried to think about things in a different way”  
• “I calmly reflected on things and how to solve them for the better”  
• “I tried to savour and hold onto my emotions, thoughts, or sensations”  
• “I went out of my way to avoid things that led to my emotions”  
• “I tried to distract myself from my emotions, thoughts, or sensations”  
• “I tried to change or get rid of my emotions, thoughts, or sensations”  
• “I tried to control or hide my emotions by not showing them and keeping them to myself”  
• “I ignored my emotions and thoughts and tried not to think about things”  
• “I put off doing something that needed to get done”  
• “I could not stop thinking over and over again about things, how I felt and why I felt that way”  
• “I talked with others about things and how I was feeling” 
Message “Did you achieve your goal?”  
0 












Message “When you experienced this event/emotion, did you do engage in any of the following activities 
(choose any that applied)”: 
 
• Reached out to another person (e.g., called, messaged, emailed, spent time with)   
• Spent time with a pet 




• Spent time in nature 
• Watched TV 
• Had some time alone 
• Read 
• Listened to music 
• Went for a walk or exercised 
• Meditated or practiced yoga 
• Ate or drank something nice 
• Browsed the Internet or played video games 
• Ate junk food 
• Drank alcohol or smoked 
• Used illicit substance(s) 
• Did something reckless 
• Self-harmed (pinched/cut/burned/hit myself or did something else to physically hurt myself)  
• None of the above (please enter)  
Message “Was the above activity” 
- Beneficial or effective 
- Unhelpful 
Message “Thank you for logging your results.  If you are feeling distressed or need support, the Murdoch 
Counselling team is available during business on 9360 1227 or you can call Lifeline 24 hours/7 days a 
week on 13 11 14.” 
  

























Exploring the association between high anxiety, and the intensity and duration of emotions. 
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